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Editorial 


PSYCHIATRISTS, THE C.M.A. AND THE ROYAL COMMISSION 


Among the most pressing health needs 
for Canada, placed before the Royal 
Commission on Health Services, by the 
Canadian Medical Association was:— 


The need to develop further the 
Mental Health Services 


It should be a matter for gratitude that 
our colleagues in medicine strongly sup- 
port this requirement which has, for so 
long, been recognized by psychiatrists. 
All members of the C.M.A. are aware, 
by now, that the Association “advocates 
a searching and comprehensive study of 
all aspects of Health Services before any 
recommendation for change is acted 
upon”. However, the C.M.A. has prin- 
ciples including: — 

1) “The highest standard of medical 
services should be available to 
every resident in Canada”. 

2) “That insurance be pre-paid. The 
costs of medical services should be 
available to everyone, regardless of 
age, state of health or financial 
status”. 

3) Mutual confidence between doctor 
and patient is an important element 
in successful therapy and in the 
quality of medical care rendered, 
(and the C.M.A. implies that any 
contractual arrangement involving 
a third party to provide this care 
will, more or less, damage this 
relationship). 


Is it feasible to develop Mental Health 
Services along the lines of these prin- 
ciples? 

First we should point out that the 
C.M.A. specify in their preliminary 
brief that physicians’ relationship to 
health services may be divided into two 
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main categories—the direct services to 
individual patients, and the indirect col- 
lective services in public health, hospital 
administration, teaching and research. 

It is obvious that some psychiatrists 
must be engaged (all or part of their 
time) in some of the latter kind of col- 
lective medical services. 

What, though, of our direct service to 
patients if extension and improvement of 
Mental Health Services are called for by 
the Hall Commission, and if there is an 
extension of the Health Insurance prin- 
ciple so that everyone in Canada _ is 
“covered” for the cost of medical care. 
One possibility is that medical care in- 
surance would exclude the services of 
psychiatrists. Extension of services would 
then require a vast expansion of tax- 
supported, salaried clinicians responsible 
for all aspects of psychiatric care. Such 
an arrangement presents great problems. 
Those psychiatrists working in general 
hospitals know how dificult it is to 
separate “psyche” and “soma” and to 
have to call in a “government” doctor 
to tend a post-partum psychosis but a 
“non government” doctor to care for a 
post-partum embolism seems illogical. 
Moreover if one is to take seriously the 
principle of the doctor/patient relation- 
ship being, in part, determined by the 
contractual relationship between doctor 
and patient, will this arrangement pro- 
vide the “highest standard of medical 
service”’? 

Alternatively an extension of Medical 
care services would be offered in a man- 
ner identical with all other specialist 
services, and would involve a change in 
the relationship between patients and 
doctors, particularly in mental hospitals. 
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At the present time half the psychia- 
trists in Canada are offering clinical care 
on the basis of the first alternative and 
half on the basis of the second. At first 
both groups cared for different patients 
or for the same patients in different 
phases of their illnesses. Now both groups 
are growing in numbers and expanding 
their activities until there is an overlap 
in services. If health insurance is uni- 
versal, on what basis will a general prac- 
titioner decide to refer his patient in 
need of psychiatric care to a wholly 
tax-supported clinic or hospital or to a 
private practitioner whose fees are al- 
ready pre-paid by the patient? Even 
now there is little to distinguish, on a 
socio-economic scale, between the pa- 
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tients, having insurance, who are seen in 
the practising psychiatrist's office and 
those seen at the government or com- 
munity mental health clinic. Nor does 
this choice arise for the general practi- 
tioner in the case of other medical spe- 
cialties such as urology, dermatology or 
obstetrics. 

Since this is a dilemma, unique for psy- 
chiatry, we must clarify our ideas, 
evolve principles and present recommen- 
dations, unequivocally, and in workable 
detail, in our various briefs to the Royal 
Commission on Health Services. 

F.C.R.C. 
Reference 


Canadian Medical Association Journal 85, 802, 
Sept. 30, 1961. 


New York City, on December 1. 


Professor of Psychology, 


national Harvester Co. 


temporary civilization. 


for Analytical Psychology 
York. 


NOTICE OF C. G. JUNG MEMORIAL MEETING 


A Memorial Meeting to honor the late Dr. C. G. Jung was held 
in the New York Academy of Medicine Building, 2 East 103rd St., in 


Speakers included Prof. Paul J. Tillich, University Professor, 
Harvard Divinity School; Prof. F. S. C. Northrop, Sterling Professor of 
Law and Philosophy, Yale University; Drs. Esther Harding, Eleanor 
Bertine and Edward F. Edinger, Jungian analysts; Prof. Henry Murray, 
Harvard University; Prof. John M. Billinsky, 
Department of Psy chology and Clinical Studies, Andover Newton Theo- 
logical School; Paul Mellon, Chairman of the Board, Bollingen Founda- 
tion; and Fowler McCormick, former Chairman of the Board of Inter- 
The speakers paid tribute to Dr. Jung’s life 
and work and discussed his pioneer contributions to psychology and con- 


The meeting was co-sponsored by the New York Association 
and the Analytical Psychology Club of New 


Dr. Carl Gustav Jung, one of the original founders of modern depth 
psychology, died on June 6, 1961 of a heart ailment at the age of eighty- 
five at his home in Kusnacht near Zurich, Switzerland. 
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INTEREST DISORDERS* 
With Some Comments Upon Similarities Between the Reticular 
Activating System and the Ego 


RayMonp Prince, M.D.’ 


Introduction 


In the sciences dealing with mind and 
brain, there has been over the past few 
decades, a steady accumulation of parallel 
bodies of know ledge. These swollen 
bodies of knowledge exist as it were in 
thought-tight compartments, each with 
its own cluster of research workers, 
specialized vocabularies and characteris- 
tic concepts. 

Two such compartments are those of 
Neurophysiology and Psychoanalysis. In 
both these areas there has been consider- 
able interest in the phenomenon of con- 
sciousness and its levels or varieties, in 
sleep and dreams, and in attention and 
focal interest. In Neurophysiology these 
phenomena have recently been investi- 
gated i in connection with the functioning 
of the Reticular Activating System; in 
Psychoanalysis they are dealt with fer the 
most part in the Psychonaly tic language 
of mental “economics”, i.e. employing 
such concepts as libido, free psychic 
energy, ego and object libido, cathexis 
and countercathexis etc. It is possible that 
if the language of one compartment could 
be intelligibly translated into the language 
of the other, a mutual enrichment would 
result. 

In this paper some such cross transla- 
tion will be attempted along the follow- 
ing lines: firstly, some clinical aspects of 
disorders of interest will be outlined; 
these interest disorders will then be inter- 
preted in the language of Neurophysio- 
logy and Psy choanalysis respectively, fin- 
ally an attempt will be made to demon- 
strate that some aspects of what the 
psychoanalysts speak of as Ego Function 
and “libido”, are descriptive “of some as- 
pects of the functioning of the Reticular 


” ©Presented at Annual Meeting Can. Psych. Assoc., 
Banff, June, 1960. 

1Allan Memorial Institute, Dept. of Psychiatry, Mc- 
Gill University, Montreal. 


Activating System, for example, that 
cathexis with libido and activation by the 
reticular system seem to refer to the same 
phenomenon, the one describing it as con- 
ceptualized by the psychoanalysts in 
studying the subjective life, the other as 
objectiv ely recorded by the Neuro- 
physiologists. 


2. Interest and its Disorders 


Interest in something, or concentration 
upon something may be defined as a 
focussing of consciousness. An increase 
in concentration is a heightening of 
awareness of some of the data of con- 
sciousness at the expense of the awareness 
of the remainder. In almost every psychi- 
atric disturbance, there is a disorder of 
interest, so that inability to concentrate 
is one of the most common functional 
symptoms. This symptom is usually only 
mentioned in passing but in students and 
certain other patients where concentra- 
tion is of central i importance in their daily 
lives, disorder of interest may be the 
chief complaint. 

Interest disorders of students often 
occur embedded in the following cluster 
of characteristic symptoms: — 

1) Reluctance to awaken from sleep in 
the morning. 

2) Persistence of lethargy, a feeling of 
not being fully awake, sometimes 
with depressive feelings for some 
time after arising in the morning. 

3) Avoidance of subjects of study. The 
idea of sitting down to study will be 
be given up with the slightest excuse. 

4+) When actually studying or attending 
to a lecture, the material does not 
sink in. The patient realizes that he 
has been reading several pages with- 
out assimilating anything. Even with 
conscious effort he is unable to attach 
himself to the words. At the same 


| 
| q 
| 
fe 
309 i 


310 


5) 


6) 


7) 


8) 


(9) 


10) 
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time there is difficulty or inability to 
recall the material studied. 

There may be inability to grasp the 
significance of the written or spoken 
symbols . . . they seem to have lost 
their meaning. This loss of signifi- 
cance may be selective, in that it may 
be restricted to the subjects of study, 
or only to certain subjects of study, 
either the more difficult ones or sub- 
jects that have some special signifi- 
cance for the patient. 


There may be an overpowering urge 
to sleep during study or lectures. 
Sometimes the patient actually falls 
asleep and may dream he 1s still 
studying. 


During these study difficulties irrele- 
vant ideas may intrude themselves 
into the mind of the patient, or al- 
ternatively his mind may “just be 
blank” or filled with concerns about 
his inability to study. 

If the patient forces himself to stay 
awake or to study, his world may 
“tilt” and there will be feelings of 
anxiety and unreality and an altera- 
tion in consciousness . . . a kind of 
miniature psychosis. 

Physical symptoms may occur along 
with these intellectual disturbances, 
e.g. motor weakness, dry mouth, 
inability to taste, dimness of vision 
etc. 

In some cases there are difficulties in 
interpersonal relationships. With a 
group of friends he may discuss, at- 
tend and concentrate with ease, but 
if there is an unfriendly person in the 
group or if one of the group shows 
disapproval, he will freeze up and be 
unable to attend. As one patient 
described it “something will descend 
over my _ consciousness, like an 
opacity in my thinking, I will smile 
and make stereotyped comments but 
I’m not in real contact.” There is also 
usually a “sulking” response to diffi- 
culties with girl or boy friends. 
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Mild degrees of interest disorder ap- 
pear to be common among Canadian 
students (Hunter et al, 1960). Severe 
degrees are more rare but are quite com- 
mon among Nigerian students and have 
been described elsewhere as a prominent 
component of the “Brain Fag Syndrome” 
a designation used to describe these con- 
ditions by the Nigerian students them- 
selves (Prince, 1960). 


Case History 

K.F., a 23 year old Canadian student, 
came for treatment after “passing out” 
subsequent to a rejection by his girl- 
friend. He was treated for a period of two 
and a half years and his symptoms can 
be divided into three periods —a first 
period when he was depressed and con- 
cerned that he could never marry; a 
second period after he married and suf- 
fered a well developed “interest dis- 
order”; and a third period which was 
characterized by difficulties with his wife 
and urges to have extra marital affairs. 

We will be concerned largely with the 
second period and the interest disorder. 
His mother felt that she had married be- 
low her and openly derrogated her hus- 
band. She was very bound up with her 
son, the patient, giving him everything 
he wanted materially, and making it clear 
that he was the important person in her 
life. She was very ambitious for him but 
he felt that she was far more interested 
in what he could do and in the reflected 
glory he would bring her than in him 
himself. As a child when he would hurt 
himself she would be annoyed at him 
and slap him instead of consoling him. 
She was over-protective, always en- 
couraging him to sleep in in the morning 
and encouraging him to stay away from 
school with the slightest excuse. 

He had one sister who was three years 
his elder. She was sociable and outgoing 
and seemed to be jealous of the patient 
because of the latter’s indulged relation- 
ship with the mother. She retaliated by 
excluding him from her social groups, 
calling him stupid in front of her friends 
etc. The patient withdrew spending most 


| 
| 


December, 1961 


of his time with his toys, particularly his 
troop of toy soldiers and developed a rich 
fantasy life. Generally speaking, his rela- 
tions with people were rather distant. He 
felt uncomfortable with people—as he 
remarked “like a baby making strange”. 
He was very possessive with his friends 
particularly with pe friends. If he 
wasn’t the centre of attention he would 
have a sulking response—withdraw and 
fall into a hurt silence. 


The father was rather passive but 
showed a good deal of interest in the 
children. The patient felt sorry for him 
and guilty about the fact that the mother 
so openly showed her preference for him 
rather than his father. 


He was a very successful student dur- 
ing high school but after his marriage at 
the age of 24 he began to have difficulty 
studying and attending to lectures. He 
began to sleep in in the morning, to avoid 
lectures and avoid studying whenever 
possible (in spite of the fact that con- 
sciously he very much wanted to pass his 
course). When he did force himself to 
study, he would be overpowered by 
sleep, or if he was able to resist sleep, he 
would be unable to grasp what he read 
and suffered a variety of physical com- 
plaints. 

“I sleep in because I hate like the devil to 
face the day; yesterday I slept through a 
whole lecture. The fear of exams no longer 
moves me. This lethargy doesn’t involve 
everything though—if I was exhausted in 
front of my book and someone called to 
go and have a game of cards, I could keep 
up with you all night. Or I could read a 
detective novel with the greatest interest. 
If I force myself to study I get panicky 
and just scan over the pages not getting 
anything out of it. I can’t get my mind on 
those things—it just won’t work—it won’t 
get down there. I usually give up. 
Last night | was working on a history 
essay—it was fine for about an hour, then 
it hit me. My body became fatigued, my 
hands ached, the veins stood out, no 
desire to want to move. I smoked but 
there was no taste to it, my mouth felt 
dirty, my eyes ached, I had to quit.” 
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The symptoms intensified as the exams 
approached. 


“Monday morning I just had to study 
some Plato. At ten to 8 a.m. I said I was 
going to be positive about this thing and 
began to read and make notes. At 8 I was 
beginning to have to look back at para- 
graphs because it didn’t sink in. I couldn’t 
get meaning out of my senses. The words 
wouldn’t relate to what I had just read, or 
to what I knew. Everything was broken 
up and just didn’t have any meaning. My 
arms were like lead and I couldn’t write. 
By 8.15 I was bawling my eyes out and 
that finished me for the day.” 

At the height of the disturbance he suf- 

fered a kind of miniature psychosis. 


“I was trying to study but couldn’t. My 
wife told me to lie down until dinner. 
She woke me and I sat down to eat. My 
fingers were aching and I felt sensitive 
all over the body. The dinner repelled 
me and suddenly 1 felt very confused and 
strange. I was dizzy, my world seemed to 
be giving way. It was as if I was in the 
centre—no one else was involved—every- 
thing was topsy turvy—nothing was re- 
lated to anything else. | didn’t know what 
the knife and fork were for, I picked up 
the knife and it was meaningless. I 
couldn’t keep my head above water—what 
could the meat be for, I felt a sense of 
dread and could hardly get my breath. | 
took some phenobarb and it gradually 
went away—I was just exhausted.” 

At that time he had a cluster of world 

destruction dreams —the following are 

examples: 


“M. and I were cruising down the St. 
Lawrence. We got off the ship and some- 
how it seemed that the ship was leaving 
without us. We were running and it 
seemed we wouldn't catch it. Then there 
was a rock slide and suddenly the whole 
pier and canal tilted up and toppled over 
towards us.” 

“I was in a room, there was also a rather 
shadowy woman there. There was an 


insect in the room too and I had the feeling 
that the insect and I were trapped in 
together, maybe it was a bumble bee, the 
only bug I’m afraid of. Then there was a 
sense of the whole place falling—there 
seemed to be a fear of the woman—every- 
thing started to go to pieces. | was com- 
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pletely frightened and I shouted out in my 
sleep.” 
After these experiences his symptoms im- 
proved somewhat and he was able to 
pass his examinations successfully, though 
by no means up to his usual standards. 


4. The Reticular Activating System 

In the early part of the century, the 
commonly held belief about sensation 
and consciousness was that impulses from 
the sense organs reached the cortex after 
passing through several way-stations and 
the optic thalamus. Conscious apprecia- 
tion of pain and of some of the other 
cruder sensations was thought to occur 
at the thalamic level while other more 
differentiated conscious experiences oc- 
curred as a result of activity at the cortical 
level (for example see Brain, 1952). 

During the past ten years a further 
complex system involved in sensation 
and consciousness has been discovered 
which is, as it were, engrafted upon the 
side of this classical model. This system 
has been called the Reticular Activating 
System* and as a result of the explora- 
tions of Magoun, Jasper, Moruzzi, 
Bremer and many others, its features 
may be described as follows: 


(a) Structure 

It is a column of cells occupying cen- 
tral portions of the medulla, pons and 
midbrain and extending upwards through 
the subthalamus into the ventro-medial 
parts of the thalamus. Actually it crosses 
many conventional anatomical boun- 
daries and as it is now conceived, the 
R.A.S. represents a physiological unity 
rather than an anatomical one. (Starzl 
and Magoun, 1951; Papez, 1956). 

Embedded in the lower reaches of the 
reticular column, are the centres sub- 
serving cardiac and respiratory rhythms, 
vomiting, swallowing and vasomotor 
centres and many other vital cell clusters. 
The reticular column is at the same time 
perhaps the most vital area and the most 

2As early as 1938, Penfield had pointed out the need 
for a sub-cortical integrating system intimately related 
to consciousness and gave neurosurgical evidence for 
its presence. He called this system the centrencephalic 


tystem, many features of which anticipated those being 
discovered as properties of the R.A.S. (Penfield, 1954). 
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protected area in the body. It is inter- 
esting, in view of the apparent role of 
the upper parts of the reticular column 
in consciousness, that this area lies within 
a few millimetres of Descartes’ pineal 
gland. 

Cytologically the R.A.S. is charac- 
terized by its great structural diversity. 
Olszewski (1954) comments as follows, 
“The reticular formation must be con- 
sidered as a collection of nuclei of very 
different structure” “The most 
striking feature of the cytoarchitecture 
of the lower brain stem is the great 
variety of cell ty pes which are found in 
a few cubic centimetres of volume .. . 
the variety is greater than in any other 
part of the central nervous system. The 
cells vary not only in regard to their 
size, shape and intensity of staining but 
particularly in regard to the arrange- 
ment of the Nissl substance and position 
of the nucleus in the cell body.” What 
the meaning of this cell diversity is with 
respect to cell function, or even whether 
it has any meaning is not clear. 


(b) Function 
(1) Cortical Activation 
Impulses from the R.A.S. ‘ ‘spray out” 

as it were over the cerebral cortex’ to 
bring about its activation or aw akening. 
The flitting to and fro inter-communi- 
cation between the Reticulo-thalamic nu- 
clei and the cortex seems to be the 
physical counterpart of consciousness. 
The continuum from sleeping through 
dreaming and twilight states to full con- 
sciousness is related to variations in in- 
tensity or kind of activation by the 
R.A.S. These variations are accompanied 
by parallel variations in E.E.G. patterns 
(Rheinberger and Jasper 1937; Moruzzi 
and Magoun, 1949; Jasper, 1952). The 
waking effects are thought to reach the 
cortex in two ways, one extra-thalamic, 
passing up the internal capsule from the 
sub-thalamus, the second passing from 


®The R.A.S. also has relationships with the motor 
system and the endocrine system, but only those with 
the cortex and the sensory system will be commented 
upon here. For review see Magoun (1958). 
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the ventro-medial thalamus upwards in- 
to the dorsal and lateral thalamic nuclei 
to be sprayed out finally upon the cortex 
probably from the reticular nucleus 
(Starzl, Taylor and Magoun, 1951; and 
Hanberry, Ajmone-Marsan and Dil- 
worth, 1954). 


Although most investigators have been 
interested in the awakening effects of 
the R.A.S., Jasper (1954) has shown that 
inhibitory effects upon the cortex may 
have their origin in the same cell groups 
— indeed this would be necessary if the 
R.A.S. is related to attention which in- 
volves both a focussing or energizing 
aspect and a dampening or inhibiting 
aspect. 

Physiologically, there appears to be at 
least two functional divisions of the 
R.A.S. Sharpless and Jasper (1956) have 
described a lower component giving rise 

» “tonic” activation and a cephalic por- 
tion giving rise to “phasic” activation. 
These authors summarize their views as 
follows: 


“It is evident that if the activating system 
is to play an important role in the w vaking 
animal, alerting the C.N.S. and compelling 
attention in the presence of novel and 
biologically important stimuli, it must be 
sensitive to slight changes in the quality 
of stimuli impinging upon the organism’s 
receptors. Moreover, it must be capable 
of producing rapid but brief shifts in the 
reactivity of the C.N.S. Our evidence in- 
dicates that only the diencephalic com- 
ponent of the R.A.S. has these properties. 
The more caudally situated reticular sys- 
tem is capable of only crude differentia- 
tion between stimuli and produces long 
lasting, persistent changes in the level of 
reactivity. The properties of the lower 
brain stem reticular system, therefore, are 
well suited to the maintenance of wakeful- 
ness over long periods of time, but are 
ill adapted to the sudden and brief changes 
in reactivity that must occur in response to 
highly specific stimuli, if the animal is to 
meet the demands of its waking environ- 
ment. ... The unspecific thalamac system 
is strategically situated for subserving at- 
tentive processes in the conscious animal 


INTEREST DISORDERS 313 


. and has physiological properties dis- 
tinct from those of the lower reticular 
activating system.” 

The R.A.S. may also be divided on the 
basis of the action of various drugs. For 
example Adrenaline and Nor-adrenaline 
when injected intravenously in the intact 
animal give rise to the cortical activation 
pattern. Rothballer (1956) has shown 
that this activation response disappears 
when the medullary portion of the 
R.A.S. is destroyed, but not when the 
higher levels of the R.A.S. are destroyed. 
The medullary portion appears also to 
be the largactil-sensitive portion. 


At any rate it is clear that the portion 
of the reticular column with which we 
are concerned has very diverse charac- 
teristics — diverse in cell structure, ana- 
tomical connection, and in physiological 
and pharmacological functions and pro- 
perties. Although these differences have 
by no means been fully worked out, it 
may be expected that the activation of 
the cortex is different in the followi ing 
respects: 

(1) Areas of cortex activated 

(2) Intensity of activation 

(3) Kind of activation, i.e. activation 
from different areas of the reticular 
column. 


(Il) Control of Sensory Input 


Thus far we have considered the re- 
lationship between the R.A.S. and in- 
terest only insofar as the cortex is con- 
cerned. In addition influences from the 
R.A.S. have been shown to descend peri- 
pherally and determine the degree or 
kind of afferent excitation passing cen- 
trally. This influence may operate by 
raising or lowering the threshold of 
stimulation of the sensory end organ it- 
self or may act at the first sensory relay. 
Descending influences of this “general 
type have been shown on proprioceptive 
endings (Hagbarth and Kerr, 1954), the 
cochlea (Galambos, 1956), retina (Gra- 
nit, 1955), and olfactory bulb, (Kerr 


and Hagbarth, 1955). 
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How these influences may be con- 
cerned with attention is demonstrated 
by Hernandez-Peon (1956). Electrical 
activity from the cochlear nucleus of an 
unanaesthetized cat was recorded. Pro- 
minent potentials were evoked in this 
nucleus by click stimuli when the cat 
was in the relaxed or drowsing state. 
These however, were markedly attenu- 
ated when the animal's attention was at- 
tracted visually to mice in a beaker or 
to the odour of fish. 

This work indicates that the narrow- 
ing and intensification of the field of 
awareness that occurs in focal attention 
may be brought about in part by the 
selective alteration of information either 
at the first synapse or even at the sense 
organ itself. 

It is clear that this sensory censorship 
component of phenomena of interest oc- 
curs outside of conscious control. We 
can consciously shift our attention from 
one idea to another or expel an idea from 
our mind, but we cannot consciously de- 
cide “I will not see”. Of all the sensory 
modalities, olfaction alone is automati- 
cally removed from conscious control in 
the normal individual — we rapidly be- 
come accustomed to odours and cannot 
consciously recapture them. It is only 
under pathological conditions that other 
sensory modalities are so removed, e.g. 
in hysterical blindness or deafness. 

To summarize then, the classical con- 
ception of the physiological basis of 
perception and consciousness has had to 
be revised and expanded considerably. 
It has become clear that sensory im- 
pulses reach their classical cortical re- 
ceiving areas at all times — even during 
sleep, under general anaesthesia and in 
coma — indeed they seem to reach the 
receiving areas more perfectly during 
these unconscious states, judging by cor- 
tical evoked potentials. Even when 
awake, very few of these impulses enter 
consciousness, indeed the problem seems 
to be one of protection from the barrage 
of stimuli rather than bringing about an 
increased openness to it. The reticular 
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activating system is emerging as a factor 
of central importance in this protective 
and selective role. It appears to function 
as the shifting beam of conscious illumi- 
nation — selecting from the myriad 
images projected from the external 
world upon the cortical mantle, that one 
which seems at the moment to have most 
significance; it must also at the same time 
probe for appropriate memory traces in 
order to determine and verify this signi- 
ficance; in the same instant it also func- 
tions as a highly variable filter, control- 
ling at the periphery the kind and in- 
tensity of afferent stimulation in accord- 
ance with the moment to moment needs 
of the organism. 


5. Interest Disorders and the Reticular 
Activating System 

To return to the interest disorders, 
there are several features about them 
that would tend to implicate the Reti- 
cular Activating System in their genesis. 
In these patients, it would appear that 
the R.A.S. is sluggish in its waking of the 
cortex — sleep hangs out over the morn- 
ing. Similarly it appears to withdraw its 
activating effect in inappropriate cir- 
cumstances — i.e. when the patient con- 
fronts his books and consciously wants 
to study them or when someone in the 
patient’s group proves unfriendly. In 
coping with their studies these patients 
show a continuum from a more or less 
conscious avoidance of study and then 
when the conscious avoidance has been 
mastered, unconscious mechanisms take 
over and the activation of the cortex 
(and possibly influences upon the affer- 
ent sensory pathways as well) is altered 
in a way that is not within their con- 
scious control. Either he falls asleep 
completely, or he cannot fully awaken 
to the subject of his study and cannot 
focus his attention. 

What of the state of affairs in which 
the patient is conscious and can focus his 
attention, but the words have no mean- 
ing? There is no connection between 
the word before him and other words in 
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the sentence; nor is there any connection 
between the word that is before him and 
anything else he knows. The words have 
no “meaning charge”. In some cases, 
only the letters are recognized — as one 
patient said “it is as though a child of 5 
were looking at the page, I recognize the 
letters but they don’t unite together to 
form meaning.” 

It has already been noted that there 
are at least two types of reticular activa- 
tion, “tonic” activation from the more 
caudal areas, “phasic” from the higher 
areas. It has also been noted that on the 
basis of cell structure, anatomical con- 
nections, and pharmacological behaviour 
many other functional divisions of the 
R.A.S. probably exist. We have as yet 
no knowledge of the subjective aspects 
of the activation of these various reticu- 
lar components. For example, what 
would the subject experience if the tonic 
component of his R.A.S. were function- 
ing, but his phasic component could not 
function? Of course it is much too pre- 
mature to suggest that the feeling of 
being unfamiliar with the gee or 
written symbol or the feeling of ‘ 
opaque hood descending over the con- 
sciousness” might be ‘related to this 
physiological state of affairs. However, 
the answer may lie in this general 
direction. 


6. The Ego and Libido Theory 


In psychoanalytic literature the ego is 
that mental component which is illumi- 
nated by consciousness, perceives, re- 
members, conceptualizes, solves prob- 
lems, initiates motor activities etc. The 
ego is also conceived to have certain 
unconscious portions which take part in 
defensive activities of several kinds (e.g. 
denial, incorporation, projection etc.) 

Freud (1920°) who first conceived of 
the ego in this technical sense, was fond 
of comparing the ego to an amoeba 
whose body was a libidinous reservoir 
stretching out and withdrawing its libi- 
dinous pseudo-pods as interest was fo- 
cussed and relinquished. In his words: 
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“Think of the simplest forms of life, con- 
sisting of a little mass of only slightly 
differentiated protoplasmic substances. 
They extend protrusions which are called 
pseudopodia into which the protoplasm 
overflows. They can, however, again 
withdraw their extensions of themselves 
and reform themselves into a mass. We 
compare this extending of protrusions to 
the radiation of libido on to the objects, 
while the greatest volume of the libido 
may yet remain within the ego; we infer 
that under normal conditions ego-libido 
can transform itself into object-libido 
without difficulty and that this can sub- 
sequently be absorbed into the ego. . . 
In the light of the libido theory we may 
say ... that sleep is a condition in which 
all investments of objects, the libidinal as 
well as the egoistic, are abandoned and 
withdrawn again into the ego.” 


(a) The Nature of the “Protoplasm” 

Within psychoanalysis, there has been 
a good deal of discussion about the 
fundamental nature of the “psychic 
energy”, the “protoplasm” employed in 
the various activities of the ego. The 
history of the evolution of these ideas 
and the conflicting opinions about them 
have been dealt with at length elsewhere 
(Colby 1955; Bibring, 1941; Hartmann, 
Kris and Loewenstein, 1946). In speak- 
ing of this general area Freud employed 
the German besetzung, meaning “to in- 
vest with a charge”— in English transla- 
tion this word has been rendered as 
cathexis from the Greek kathexo mean- 
ing “to occupy”. The term cathexis has 
been used rather loosely and it is not 
always clear whether it is only one kind 
of energy that can cathect objects or 
whether there are several. Freud in the 
last chapter of his “Interpretation of 
Dreams” speaks of “cathexis with libido”, 
of the “cathexis of attention”, of “mo- 
bile cathectic energy, a portion of which 
is familiar to us as attention” and of 
“preconscious cathexis”. 

To summarize briefly however, some 
authors feel that the energy involved in 
ego activities is a neutral energy result- 
ing from the fusion and neutralization 
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of libido (pleasure energy) and destruc- 
tive energy. Others feel that the energy 
of the ego is distinct from libido and 
destructive energy, that it is a neutral 
energy, present from birth which gradu- 
ally invests the ego functions concom- 
mitent with its maturation. Colby (1955) 
has suggeste dthat there is only one type 
of psychic energy which he suggests be 
called cathexis ent rgy. 

(b) Federn’s Conception 

Federn’s (1952) writings are among 
the most relevant to our present study. 
He deals extensively with the subjective 
feelings in various ego states—in dreams, 
depersonalization, estrangement, psy- 
choses, etc. In a rough way I would 
summarize his rather tortuous ideas as 
follows: the ego is a reservoir of an 
energy he calls ego-libido (a fusion of 
pleasure energy and destructive energy). 
In dealing with objects the ego coats the 
object with ego libido, and when it 
withdraws its interest from that object, 
it leaves a coating of libido upon the 
object representation in the cortex which 
is then called object libido. Ego libido 
itself gives rise to a feeling of selfhood 
which is not generally noted unless it is 
disturbed; object libido is subjectively 
recognized as investing objects with sig- 
nificance. Normally, when an already 
experienced object is perceived the ego 
libido flows out to meet the object 
coated with object libido and a feeling 
of familiarity and recognition occurs. 

In some pathological states, the boun- 
dary of the ego — the ‘ ‘pseudopod” — is 
not completely energized with ego libido 
and in this circumstance the individual 
is conscious of the object, knows that it 
should be familiar but has the feeling 
that he does not know it — he cannot, as 
it were, contact it, it has no meaning for 
him. Federn writes: 

“When ego feeling does not accompany 

consciousness, the individual is only aware 

that an experience—which may be the per- 
ception of a somatic or external reality, 

a memory or merely an affect—is or has 


PSYCHIATRIC ASSOCIATION 


Vol. 6, No. 6 


JOURNAL 


been taking place within, but this know- 

ledge is accompanied under these circum- 

stances by a sense of strangeness, or in 
other words a feeling of strangeness ap- 
pears instead of ego feeling”. 

The way Federn conceives of the pro- 
cess seems, in some ways, to be analagous 
to the occurrences on a radar screen. On 
the screen is a rotating beam and when 
an object with certain physical charac- 
teristics of density etc. comes within 
range the object lights up each time the 
rotating beam falls upon it. The analogy 
would be more complete if the object 
retained some increased glow each time 
the beam struck it. In the pathological 
condition of estrangement it is as if the 
rotating beam loses its energy so that the 
object is as it were out of range and no 
longer lights up with familiarity when 
the beam is directed towards it. 


(c) The Sense Organs in Ego Defence 
Regarding the relation of the organism 
to the bombardment with stimuli and 
the need for selection and protection 
from this barrage, Freud (1920") vividly 
portrays the situation as follows: 
“Let us picture a living organism in its 
most simplified possible form as an un- 
differentiated vescicle of a substance that 
is susceptible to stimulation. . . . This little 
fragment of living substance is suspended 
in the middle of an external world charged 
with the most powerful energies; and it 
would be killed by the stimulation emanat- 
ing from these if it were not provided 
with a protective shield against stimuli. It 
acquires the shield in this way, its outer- 
most surface ceases to have the structure 
proper to living matter, becomes to a cer- 
tain degree inorganic and thenceforward 
functions as a special envelope or mem- 
brane resistant to stimuli... . By its death, 
the outer layer has saved the deeper layers 
from a similar fate—unless that is to say, 
stimuli reach it which are so strong that 
they break through the protective shield. 
Protection against stimuli is almost a more 
important function for the living organism 
than reception of stimuli. 
. The main purpose of the reception of 
stimuli is to discover the direction and 
nature of the external stimuli; and for that 
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it is enough to take small specimens of the 
external world, to sample it in small quan- 
tities. In highly developed organisms the 
receptive cortical layer of the former 
vescicle has long been drawn into the 
depths of the interior of the body, though 
portions of it have been left behind upon 
the surface immediately beneath the 
general shield against stimuli. These are 
the sense organs, which consist essentially 
of apparatus for the reception of certain 
specific effects of stimulation, but which 
also include special arrangements for 
further protection against excessive 
amounts of stimulation and for excluding 
unsuitable kinds of stimuli. . .. They may 
perhaps be compared with feelers which 
are all the time making tentative advances 
towards the external world and then 
drawing back from it.” 

To select finally one psychoanalytic 
study which deals with sensory input; 
Lustman (1957) and associates studied 
46 newborn infants during circumstances 
they regarded as being extremes of 
pleasure and unpleasure — i.e. during 
active suckling and during colic. He 
observed that “during these experiences 
they were almost completely unrespon- 
sive to auditory, tactile and electrical 
stimulation. 


He feels his observations suggest that 
the primitive ego has at its disposal a 
certain small amount of “psy chic 
energy”. During the extremes of pain 
and pleasure all this energy is being em- 
ployed in the cathexis of the relevant 
structures e.g. during suckling the oral 
mucosa and sucking apparatus. No fur- 
ther energy remains for the cathexis of 
other ego functions including the re- 
maining sensory apparatus. He comments 
further: 


“This lack of available energy forms an 
inborn primary defense mechanism which 
is called the defense of imperceptivity. 
Although most blatant in the neonate, it 
is felt that this defense operates to a lesser 
or greater degree throughout life and that 
it will be most discernible in crises or 
catastrophic experiences (e.g. the pain 
of a wound will go unnoticed in the heat 
of battle)”. “This can be defined as fol- 
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lows; when the level of excitation from 
within (and without) reaches such mag- 
nitude as to overwhelm the ego, the ten- 
dency is to direct all available psychic 
energy preferentially to those ego ap- 
paratuses which deal with internal excita- 
tion; thereby the ego apparatuses which 
deal with external excitation will be 
automatically depleted or “closed” be- 
cause of a lack of energy, rendering the 
organism totally or relatively impercipient 
to external excitation.” 


7. Interest Disorders and Libido Theory 


To return once more to the interest 
disorders. It is clear that the waking 
inertia, the falling asleep during study 
and lectures and the inability to fix at- 
tention upon the subject of study can be 
spoken of as a reluctance on the part 
of the ego to cathect the outside world 
or at least some segments of it. (The 
dynamics of the disorder need not con- 
cern us here but only the economics). 

Are we to think of these interest dis- 
orders as depletions of psychic energy 
in Lustman’s sense where most of the 
libido has already been invested in for- 
mer objects of study leaving insufficient 
to spread over new objects of study? 
Some students speak of it in this way as 
though they were exhausted by “exces- 
sive use of their brains”. Indeed the 
Nigerian students’ designation “Brain 
Fag” implies such an origin. 

There may possibly be some element 
of exhaustion involved in these condi- 
tions. However, it is clear that most often 
there are not, for example, many students 
who cannot study can easily read a de- 
tective novel, and one student described 
being completely unable to grasp the 
content of his pathology book, yet after 
giving up his pathology he spent two 
or three hours solving some very in- 
volved mathematical problems from the 
“Scientific American” magazine. Fur- 
ther, sleep which under normal circum- 
stances replenishes psychic energy, does 
not so replenish these patients. Often at 
the height of their difficulty they are 
sleeping much more than normally. 
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The disorder then would seem to re- 
present not an exhaustion of ego libido, 
but rather a counter cathectic pheno- 
menon — i.e. positive, energy-requiring 
forces are being employed to shut out 
the world or segments of it. It is not that 
the ego has too little energy to thrust 
open the door to the world, but that 
unconscious forces are working hard to 
keep the door closed while the ego is 
trying more feebly to open it. 

What of the interesting phenomenon 
of consciousness without meaning? The 
student sees the words on the page, can 
focus his attention upon them, but can 
get no meaning out of them. In Federn’s 
terminology, the situation would appear 
to be one in which the ego boundary 
was not fully cathected with ego libido. 
The pseudopod was not completely 
filled with protoplasm as it were. 


To demonstrate to oneself something 
of the possible subjective experience of 
these economic alterations, one may 
carry out the following experiment. 
Take up a position between two radios 
A and B playing different pieces of 
music. Commence with low volume on 
A and average volume on B. Gradually 
increase the volume on A and it will be 
noted that the quality of the perceived 
sound from B will change until only 
music from A (the louder) will be sig- 
nificant — the music from B will become 
as a hollow form devoid of meaning. 
Even with conscious effort one is unable 
to derive meaning from music B — it will 
still be there as a moving fluctuation and 
one can attend fully to it but all the 
“meaning charge” will be attached to 
the louder music. It would appear that 
the significant music is being contacted 
by a pseudopod well filled with ego 
libido, whereas the meaningless music is 
being contacted by an uncathected ego 
boundary. 


The above experiment was suggested 
by a passage in De Prenier’s (1952) essay 
entitled “On Love and Pain”. He also 
points out the power of the orgasm to 
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remove the “meaning charge” from the 
toothache. He writes: 


“My remedy for the toothache is the 
orgasm. .. . As the climax is being reached 
the pain of the toothache becomes less and 
less until the pain has been sucked out 
and the place where it was is just a point 
in space—a hollow form. (I was in a music 
store once buying some records. Someone 
was playing a record in the booth next to 
me. | could hear the form of the other 
music but the passion seemed to be drawn 
out of it because I was listening to my own 
music. The other music was pure geo- 
metric form rising and falling, the lines 
approaching and receding. The vital form 
had been sucked white of blood.) Then as 
the climax occurred even the point of the 
toothache disappeared and I had no con- 
sciousness of toothache or tooth at all.” 


More recently, Gardner and Licklider 
(1959, 1960) have demonstrated that 
certain types of pain (particularly pain 
associated with dental work) may be re- 
duced or abolished by intense acoustic 
stimulation — a combination of noise and 
music which can be controlled in in- 
tensity by the patient. They report that 
in about 90°% of 5000 dental patients 
(who required drilling, extraction etc.), 
sound stimulation was the only analgesic 
agent required. They do not give too 
clear a picture of the subjective experi- 
ence during audio analgesia, but con- 
cerning a polyp removal they write: 

“. , , there was a sharply localized pain 

(“pinprick”) at the time of the incision 

and again when the suturing needle passed 

through the skin. The pain was clearly 
recognizable, but quite small and inconse- 
quential. During the remainder of the 
operation, there was nothing that could be 
called pain—only pressure and_ tension. 

Some patients report no pain at all when 

the noise is on high intensity. Others say 

that there is detectable pain, but that “ 
doesn’t hurt.” 


In this series, the suppression of the 
“meaning” of one piece of music by an- 
other, the suppression of toothache by 
orgasm, the suppression of toothache by 
noise and music, it would appear that 
the “pseudopod” is forcibly pulled to- 
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ward the louder music or the orgasm 
and that the ego boundary that impinges 
upon the softer music and the tooth pain 
is uncathected. Psychoanalysis does not 
appear to postulate two kinds of separ- 
able energy in these circumstances, e.g. 
one related to consciousness, and one for 
“meaning” — rather it postulates differ- 
ences in amount of ‘only one kind of 
cathectic energy. The same view would 
seem to apply to the phenomenon of 
consciousness without meaning that has 
been described in the interest disorders. 


8. Discussion 

An attempt has been made to draw at- 
tention to the similarities between some 
of the functions of the Reticular Ac- 
tivating System and the way the psycho- 
analysts think about ego energies. In 
both systems, in addition to the classical 
anatomical structures and neuro-physio- 
logical activities, a third element is re- 
quired for conscious functioning: for 
the neurophysiologists it is called activa- 
tion by the R.A.S.; for the analysts it is 
called cathexis with ego libido. This 
third element in both cases may be 
thought of as a kind of luminous coating 
that is sprayed out upon the representa- 
tions in the cortex to render them con- 
scious. 

In fact, what I am really doing is 
locating Freud’s ego-cum-ameoba in the 
reticular nuclei of the brain stem and 
identifying it with the physiologists’ 
R.A.S. and also with Penfield’s centren- 
cephalic system. Freud’s pseudopods 
would then become the tongues of to 
and fro electrochemical activity that pass 
between the reticular nuclei and the 
cortex. The ego libido itself would be 
that electrochemical activity. 

If we are to consider the R.A.S. to be 
the ego of the psychonalysts, we might 
reasonably expect that other portions of 
the reticular column would subserve the 
unconscious portions of the ego involved 
in defense. Attention has already been 
drawn to the descending activities of the 
reticular system and their role in con- 
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trolling peripherally the intensity and 
nature of incoming stimuli. This censor- 
ship or editing occurs at an unconscious 
level and it is suggested that these mech- 
anisms represent a primitive kind of ego 
defense mechanism — perhaps similar to 
Lustman’s defense of imperceptivity. 
This system defended Hernandez Peon’s 
cats against distracting auditory stimuli 
when they were concentrating upon the 
mice under a bell jar; and perhaps the 
same system was functioning in connec- 
tion with Lustman’s neonates defending 
them from distracting external stimuli 
while they were actively suckling. The 
defense of imperceptivity seems to be a 
primitive and very physical kind of 
denial mechanism. Can anything be said 
about other ego defense mechanisms? 
Some cannibalistic peoples, the Fang of 
West Africa for example, have the cus- 
tom of eating their dead relations. We 
are very familiar in the clinic with a 
more “spiritual” kind of eating of the 
dead as a means of defending the ego 
against grief — the defense mechanism 
of incorporation. It is interesting that 
the engram for swallowing is embedded 
in the reticular column just below the 
“activating” or ego portion. We have 
of course no idea what the physiological 
basis of the defense of incorporation 
might be and it may be coincidence that 
the engram for swallowing lies in close 
proximity to the area we have felt to 
subserve the ego. The same remarks 
would be applicable to vomiting and the 
defense mechanism of projection. Ana- 
lysts have often looked upon projection 
as a kind of “spiritual” vomiting. The 
engram for vomiting is also embedded in 
the reticular column nearby. Of the 
other defense mechanisms, repression, re- 
action formation etc., we can at the mo- 
ment say nothing. 


The phenomenon of consciousness 
without meaning as exemplified in the 
interest disorders led to considerations 
of different types of activation or of 
libido. Our present knowledge does not 
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carry us far in this area. It is clear how- 
ever that there is ample structural, phar- 
macological and physiological evidence 
to suggest that there are different types 
of activation and that these may be im- 
plicated in the variety of interest experi- 
ences that occur clinically and normally. 
It is clear that we may be interested in 
an angry way, or in an erotic way or in 
a neutral way — and also that we can 
be pathologically interested in things 
that should have meaning but have lost 
it (estrangement); or we can be patho- 
logically interested in things that should 
have no meaning to us but seem to be 
full of meaning, as in deja vu experi- 
ences. Whether these subjective experi- 
ences represent differences in kind of 
interest energies or differences in in- 
tensity of only one kind of energy is 
not clear. Perhaps different ‘components 
of the R.A.S. are brought into play in 
these varied interest experiences. 

in this paper I have not done justice 
to the richness and diversity of either 


the psychoanalytic literature or the 
neurophysiological. No doubt I have 


omitted important sectors in each area 
and perhaps misinterpreted others. My 
aim has been more to present a way of 
thinking rather than to exhaustively re- 
view the areas or to arrive at any final 
answers. 

It is clear that all these considerations 
lead us no further to the ultimate rela- 
tion between mind and brain. Formerly 
it was known that consciousness was re- 
lated to the brain, now it would appear 
that it is related to certain specific parts 
of the brain. That is all. Why activity 
taking place in the classical sensory cor- 
tical areas should be illuminated or rend- 
ered conscious by integration with the 
reticular column is certainly far from 
clear. Indeed we are in the same position 
as the 17th Century philosopher Joseph 
Glanvill who laments: 

“How the purer Spirit is united to this 

Clod, is a knot too hard for fallen 

humanity to untie. How should 
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thought be united to a marble statue, or a 
sunbeam to a lump of clay! The freezing 
of the words in the air in the northern 
climes, is as conceivable as this strange 
union. .. . And to hang weights on the 
wings of the wind seems far more intel- 
ligible.” 
In 1915 Freud wrote: 
. Research has afforded irrefutable 
proof that mental activity is bound up 
with the function of the brain as with that 
of no other organ. The discovery of the 
unequal importance of the different parts 
of the brain and their individual relations 
to particular parts of the body and to in- 
tellectual activities takes us a step further— 
we do not know how big a step. But every 
attempt to deduce from these facts a 
localization of mental processes, every 
attempt to think of ideas as stored up in 
the nerve cells and of excitations as 
passing along nerve fibres, has completely 
miscarried. The same fate would await 
any doctrine which attempted to recog- 
nize, let us say, the anatomical position of 
the system Cs—conscious mental activity— 
in the cortex and to localize the uncon- 
scious processes in the subcortical parts of 
the brain. Here there is an hiatus which at 
present cannot be filled, nor is it one of 
the tasks of psychology to fill it. Our men- 
tal topography has for the present nothing 
to do with anatomy; it is concerned not 
with anatomical locations, but with re- 
gions in the mental apparatus, e's 
of their possible situation in the body... .” 
Perhaps the Reticular Activating Sy stem 
can begin to fill the “hiatus” of Freud 
and some slight further advance can be 
made at the present time in relating the 
subjective and objective aspects of men- 
tal life. 


Summary 

The clinical picture of disorders of 
interest as observed in students is de- 
scribed. This clinical picture is explained 
in the language of Neurophy siology — 
especially in the light of recent findings 
in connection with the ascending reticu- 
lar activating system; it is also explained 
in the language of psychoanalytic ego 
psy chology. An attempt is made to show 
that some of the activities of the R.A.S. 
are the same activities as are described 
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IMMIGRATION AND ETHNIC ORIGIN IN MENTAL 
ILLNESS 


T. F. Warp, M.D.’ 


One of the recognized gaps in our 
psychiatric knowledge is the relationship 
between culture and mental illness. The 
modern western world, particularly in 
the North American continent, is prob- 
ably the greatest mixture of different 
cultures that has been known. The U.S.A. 
has been termed the “melting pot of 
Europe” and Canada shares this function 
as can be seen by the multitude of ethnic 
origins of its citizens. 

The particular part of Canada with 
which this study is concerned is the 
southern part of Saskatchewan. This 
western province, which has a long past 
historically, was really only settled for 
farming and development at the turn of 
the century. Large numbers of settlers 
came there from Europe and the eastern 
parts of Canada and the U.S.A. In its 
little more than 50 years of existence as 
a province it has remained largely an 
agricultural community with a popula- 
tion never exceeding one million. Since 
the war there has been an increasing 
industrialization of the province, mainly 
on the basis of interest in oil and minerals 
which are now being claimed from the 
soil. The southern half of the province, 
which is mainly open plain, remains pre- 
dominantly agricultural with the capital 
city, Regina, rather artificially placed in 
the centre of the populated area of the 
province. Recently this city achieved the 
one hundred thousand level in population, 
No other city in southern Saskatchewan 
exceeds thirty thousand; so that the eco- 
logical factors are: a widely spaced 
population, organization mainly as an 
agricultural community, dependence on 
other provinces for supply of most foods 
and implements, and only recently de- 
veloping signs of a major social change. 

Into the province has come a sample 
of most of the nations of Europe and 


1Thistletown Hospital, Thistletown, Ontario, formerly 
Saskatchewan Hospital, Weyburn, Sask. 
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several from Asia. This movement is illus- 
trated in Table I which lists the popula- 
tion as tabulated in the last complete 
census of Canada in 1951. Since that year, 
Saskatchewan has continued to receive 
large numbers of newcomers, both for- 
eign born and residents of other Canadian 
provinces. The total population of the 
province has, however, been largely 
stationary because of the approximately 
equal numbers leavi ing the province for 
life elsewhere. It is expected, however, 
that the population at the next census 
year, 1961, will be close to the one mil- 
lion mark. 

The hospital at which the study was 
undertaken is the major psychiatric 
facility in the southern half of the pro- 
vince. It had a patient population of 
1,785 at the end of 1957 (1,107 males— 
678 females) and accepted all the serious- 
ly ill psychiatric patients from the study 
area. The other in-patient facilities avail- 
able to the community consisted of two 
short-term psychiatric units in general 
hospitals in the two principal cities of 
the area and an indeterminate (but small) 
number of beds allotted to the two pri- 
vate psychiatrists working in the capital 
city. 

To this hospital in 1957 were admitted 
561 patients (312 male—249 female). The 
diagnostic categories contained in this 
group included all the major psychiatric 
illnesses common today. They may be 
used as a reliable estimate of the preva- 
lence of serious mental illness in the 
community. 

From a perusal of the population figures 
for the province (see Table 1) it can be 
seen that the three largest ethnic groups 
are the English, German and Ukrainian. 
The only groups approaching them in 
size are the Scandinavian (combining 
Danish, Icelandic, Norwegian, and Swed- 
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Ethnic Origin of Total Patient Group (1957) and 
Corresponding Sask. Population (1951 Census) 


ETHNIC ORIGIN 


English 21% 


German 17% 
Ukranian 9.6% 
French 6.4% 
Hungarian 1.6%; 
Irish 10.3% 
Polish 3.2% 
Russian 2.4% 
Scandinavian 7.6% 
Scotland & Other 
British Isles 13.0% 
Other European 7.4% 
Native Indian 2.7% 
Asian 0.4% 
Total 824,275 
ish who are probably culturally distinct 


in our time) and French (mainly Cana- 
dian born). 

To study the problem of immigration 
and ethnic origin as related to mental ill- 
ness four hypotheses were considered 
likely to show the significant factors 
present. 

1) The three major ethnic groups dif- 

fered in their general characteristics: 

Age, Marital status, Occupation, Re- 

ligion, Education and Residence. 

2) The three major ethnic groups had 

presented different forms of mental 

illness in the community. 

3 and 4) Dividing the sample into 

foreign born and Canadian born groups 

would reveal similar differences in gen- 
eral characteristics and form of mental 
illness. 

To test these hypotheses it was decided 
to employ a retrospective study of the 
admissions to the hospital during the year 
1957. The method is outlined in the fol- 
lowing paragraphs. 


Method 


Having chosen the hy potheses to be 
studied, the first step taken was to choose 
the factors most likely to demonstrate 


POPULATION 


PATIENTS 


Foreign Born ( anadian Born 


17% 7.9% 
18.9% 15.5% 
12.6% 11.7% 
1.9% 6.1% 
5.0% 0.9! 
6.3% 11.4% 
§.7% 3.5% 
6.3% 5.3% 
8.8%, 8.5% 
5.0% 7.6% 
8% 5.0% 
0.6% 4.7% 
3.89, 0.6%; 
159 341 


them. The information to be gathered 
was divided into three main categories. 
The first or general profile concerned 
age, sex, marital status, number of chil- 
dren, occupation, religion, education, and 
residence. It was hoped by these items to 
gain some knowledge of the patient’s 
social position in the community. 

The second profile was a psychiatric 
one which included a study of the pati- 
ent’s symptomatology by selection of the 
three ‘principal SV mptoms recorded in 
their files, the final diagnosis, total stay, 
(including previous admissions) and 
number of admissions to the end of 1957. 

The final profile was termed an immi- 
grant profile and sought to establish the 
immigrant status (immigrant—first or 
second generation), place of birth, ethnic 
origin, year of arrival, age on arrival, 
former occupation and method of immi- 
gration to Canada (direct from home 
country or indirect). 

The source of all this material was the 
hospital files of all patients admitted dur- 
ing 1957. No attempt was made to gain 
information on individual patients from 
other sources. The total of patients in- 
cluded in the study was as all inclusive 
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as possible. (The only exclusions were 
transfers to the study hospital from other 
institutions, transfers away from the 
study hospital and those whose files had 
been misplaced.) A total of 500 files (265 
male—235 female) out of the 561 total 
admissions were then available for study. 
The major excluding factor—those who 
did not belong to any of the ethnic 
groups chosen for the study—rapidly re- 
duced the number of files to 231. 


It was from this group that the full 
profile information was gathered. Since 
it was considered that the necessity for 
homogeneity of data was an important 
factor, the author alone inspected and 
tabulated the profile information, the 
help of secretarial staff was used only in 
locating the individual files. 


When the raw data had been collected; 
subdivisions of the already existing fac- 
tors allowing a more useful statistical 
evaluation were made. 


In the general profile it was decided 
to subdivide the groups as follows: 

1. Age—Initially this was done according 
to decades but later when this proved 
impractical because of extremely small 
numbers in some groups, three larger 
divisions were made—11-30 years, 31- 
50 years, 51-100 years. Although these 
are somewhat artificial they do have 
the virtue of including in them the 
periods in which the diseases of ado- 
lescence and early adulthood, diseases 
of full maturity and diseases of senes- 
cence occur. 

2. Marital Status into the ordinary 
groups, single, married, widowed, 
separated or divorced. 

3. Occupation into quite broad group- 
ings (again made necessary by a few 
categories with only small numbers 
available) which were farmer, non- 
farmer, housewife, retired and un- 
employed. 

4. Religion into the major protestant 
denominations of Saskatchewan 
(Church of England, United Church, 
Greek Orthodox and _ Lutheran), 
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minor protestant denominations, 

Catholic (Greek and Roman) and un- 

known. 

Education into, none, grade school 

level (1-8), high school level or better 

and unknown. 

6. Residence into city (more than 
10,000), town (1,000 to 10,000) and 
village or farm (less than 1,000). 


w 


Considering the psychiatric profile 
there was some difficulty in deciding the 
sub-classification for the sy mptomatology 
recorded. Great variations in the indivi- 
dual psychiatrist’s method of recording 
was observed which made the task of 
collating information difficult. The classi- 
fication adopted was a modification of 
that used in Noyes’ and Kolb’s standard 
textbook of psychiatry. This allowed 
sub-groups of disorders of thinking, be- 
havior, affect and consciousness to be 
used. 


The diagnostic categories were those 
of the international statistical classifica- 
tion, further grouped into major clinical 
forms as follows:— 

1. Schizophrenia (all types of schizo- 

phrenia No. 300 plus paranoia and 

paranoid states No. 303). 

Affective (including the manic-de- 

pressive illnesses No. 301, involutional 

melancholia No. 302 and neurotic- 

depressive reaction No. 314). 

3. Organic (including senile psychosis 
No. 304, psychosis with cerebral ar- 
teriosclerosis No. 306, alcoholic psy- 
chosis No. 307, psychoses of other 
demonstrable etiology No. 308, other 
and unspecified psychoses No. 309, 
mental deficiency No. 325). 

4. Psychoneurotic (including all psycho- 

neurotic disorders No. 310 to No. 318 

excepting neurotic-depressive reac- 

tion, and including disorders of char- 
acter, behavior and intelligence No. 

320 to No. 324). 

Other diagnoses (including strictly 

medical disorders and other non-psy- 

chiatric conditions). 
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Total stay was calculated from all ad- 
missions to the hospital until the end of 
1957. Stays in other psychiatric facilities 
or other mental hospitals were not deter- 
mined. 


Number of admissions listed are those 
for the mental hospital studied only. 

Finally in the immigrant profile, immi- 
grant status was listed as immigrant or 
native born since difficulty was encoun- 
tered in determining the number of 
generations preceding native-born Cana- 
dians in the study. 

Place of birth was recorded as that 
mentioned by the patient or relatives, 
that is no attempt was made to take into 
account the many changes in Central 
Europe during the periods of immigra- 
tion. 

The year of arrival was classified ac- 
cording to the schedule before 1911, 1911 
to 1920 and the following decades simi- 
larly until the final one containing only 
the years 1951 to 1957. 

Age on arrival was at first listed in 
decades but later according to the simple 
classification: child, adult and unknown. 

The information concerning former 
occupation was listed in only a few in- 
stances so that no meaningful picture was 
obtained. 

The final information desired concern- 
ed the route of immigration was similarly 
poorly recorded. 

When these preliminary classifications 
had been made the data was evaluated 
by the Chi square method so as to give 
as complete a picture as possible of the 
acceptability of the stated hypotheses. 
To investigate the first hypothesis it was 
necessary to divide the total patient 
group according to their ethnic origins, 
English, German, Ukrainian. When this 
had been done Chi squares were per- 
formed for the factors: age, sex, marital 
status, occupation, religion, education 
and residence. For the factor number of 
children means for the ethnic groups 
were determined and confidence limits 
calculated from the total population 
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rather than attempting to employ the 
Chi square. The third hypothesis was 
studied in the same way except that the 
original division into ethnic groups was 
replaced by a split into foreign-born and 
Canadian-born groups. 

For the second and fourth hypotheses 
the factors chosen for study were: the 
ratio of patients to total population, 
symptoms, diagnosis and total stay. The 
total number of admissions was studied 
only by determining the means for the 
two groups and using the confidence 
limits for the total sample mean as com- 
parison. 

The most difficult problem encountered 
in the methodology of this study was the 
constantly changing population figures of 
the province. The last complete census 
for the area was in 1951. Federal Govern- 
ment statistical offices supplied the most 
reliable population figures available for 
the period of the study. The information 
obtained, unfortunately, was given with 
the warning that since they were only 
approximations they should be used with 
discretion. This unavoidable difficulty 
must be taken into account in the evalu- 
ation of the results. 

The results are listed below both ac- 
cording to the findings in the statistical 
classification and with some additional 
information not analysed but included 
for the sake of completeness and interest. 


Results 


Little evidence can be found in the 
results of Chi square determinations listed 
in Table III for acceptance of the first 
hypothesis concerning the general char- 
acteristics of the three major ethnic 
groups. The highly significant finding of 
religious differences (7?=50.48 p<0.1) 
is probably accounted for by the low 
number of English Catholics (2 vs ex- 
pected 23) and the high number of 
Ukrainian Catholics (30 vs expected 16). 

The less significant difference seen in 
occupation (7?=24.43, p<0.5) is mainly 
the result of reduced numbers of English 
farmers, but increased number of English 
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TABLE II 


Total Admissions of Selected Ethnic Origins and 


Estimated Population for Southern Saskatchewan 
957 — 


FOREIGN BORN 


MALE FEMALE | TOTAL 
| | | 
Patients | Population | Patients Population Patients | Population 
English 14(141) 9,950 13(150) 8,650 | 27(145) 18,600 
German 12(113) 10,650 18(237) | 7,600 30(164) | 18,250 
Ukranian 10(200) 5,000 10(247) | 4,050 | 20(221) | 9,050 
Total 36(141) 25,600 41(202) | 20,300 77(168) 45,900 
CANADIAN BORN 

| 
English 33(88) 37,700 28(77) | 36, 250 61(83) | 73,950 
German 25(75) 33,500 28(90) | 31,300 | 53(82) 64,800 
Ukranian 21(115) 18,350 19(110) | 17,300 | 40(112) | 35,650 
Total | 79(88) | 89,550 75(88) 84,850 | 154(89) | 174,700 

| | | | 
GRAND TOTAL | 115(100) | 115,150 | 116(111) | 105, 150 | 231(105) | 220, 300 


retired together with fewer Ukrainian 
non-farmers and retired patients. 

The remaining significant factor is edu- 
cation (747=20.89, p<0.5) where absence 
of any English patient with no education 
and the increased number of Ukrainian 
patients without education account for 
the differences. 

Considering the second hypothesis that 
the ethnic groups present different forms 
of mental illness it is apparent that using 
this study’s criteria forces us to reject 
this contention. There are no significant 
differences. 

As stated previously confidence limits 
are established for the mean number of 
admissions for the group as a whole and 
found to be 1.91-2.29. The English mean 
fell below, the Ukrainian within the 
limits and the German above these limits. 


Rates per 100,000 in brackets 


The results of Chi square tests for the 
third hypothesis contain more evidence 
that we should accept the presence of 
differences in the general characteristics 
of the foreign born and native born 

roups. 

The highly significant difference in 
ages (4°=83.81, p<0.1) is easily seen to 
be the result of many more elderly people 
in the foreign born group and young 
people in the Canadian born group. 

Marital status (7°=16.99, p<0.1) 
shows a marked disparity in the greater 
number of single people in the Canadian 
born and the increased numbers of wid- 
owed, separated and divorced in the 
foreign born. 

Finally the differences seen in educa- 
tion (47=25.41, p<0.1) concern the in- 
crease in those with no education in the 
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TaBLe III 
Results of Chi Square Determinations for Stated Hypotheses 
Factor 
1 Ethnic origins differ in 3 Foreign born and Canadian born 
general characteristics differ in general characteristics 
not significant Age HIGHLY SIGNIFIC: ANT. 
not signific ant Sex not significant 


not significé int 
SIGNIFICANT 

HIGHLY SIGNIFICANT 
SIGNIFICANT 

not significé int 


or ‘ligion 


Martial Status 
Occupation 


Education 
Residence 


HIGHLY SIGNIFICANT 
HIGHLY SIGNIFICANT 
not significant 

HIGHLY SIGNIFICANT 


not significant 


2 Ethnic origins differ in 
prevalence & type of 
mental illness 


not significant 


not significant 
not significant 
not significant 


* Significant denotes p<0.5 
Highly significant denotes p<0.1 


foreign born and the greater number of 
Canadian born with high school educa- 
tion or better. 


The foreign born group had a mean 
number of children above the confidence 
limits for the population mean 2.54 while 
the Canadian born group was at the lower 
limit of confidence. 


In the final hypothesis there is a marked 
change from the corresponding second 
hypothesis. Whereas ethnic group con- 
tributed little to differences in the pre- 
valence and type of mental disease ex- 
hibited, there are three significant differ- 
ences out of four when the classification 
Foreign born vs. Canadian born is used. 
The ratio patients/total population re- 
veals a highly significant difference 
==:23.13 ‘p<. 1): the number of 
foreign born present being greater than 
expected and Canadian born less. This 
difference is continued into a consider- 
ation of symptomatology where the most 
highly significant differences (47=31.43, 
p<0. 1) concern chiefly the greater num- 
ber of sy mptoms related to disturbances 
of consciousness in the foreign born and 
the greater number of disorders of think- 


4 Foreign born & Canadian born 
difier in prevalence & type of 
mental illness 


patients/total 


symptoms 
diagnosis 
total stay 


HIGHLY SIGNIFIC. ANT 


HIGHLY SIGNIFICANT 
HIGHLY SIGNIFICANT 


not significant 


population 


ing in the Canadian born group. The last 
significant factor is diagnosis 4727.62, 
p<0.1) where the tendencies revealed are 
greater than the expected number of 
schizophrenics in the Canadian born, or- 
ganic in the foreign born and psycho- 
neurotic in the Canadian born. 

Born foreign and Canadian mean num- 
ber of admissions were within the confi- 
dence limits for the group mean 2.10. 


Discussion 


From the results listed above and tabu- 
lated in Table III it is clear that the 
hypothesis which carried the greatest 
weight for acceptance is that concerning 
a difference between the foreign born 
and Canadian born mental patients in 
their general social characteristics. Prob- 
ably the most important finding is the 
highly significant difference in age groups. 
It is quite clear that the foreign- -born 
group is an older group and have been 
in Canada for an appreciable length of 
time. 


In fact the number of patients who are 
post-war immigrants is only five. This is 
much less than the expected number 
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TABLE IV 
Significant Factors in Foreign Born and Canadian Born 
11-30 yrs. 31-50 yrs. | 51-100 yrs. Total 
| FOREIGN | 1(0.4%) 18(7.8%) 58(25.1%) | 77(33.3%) 
AGE | NATIVE 48(20.8°) 82(35.5%) 24(10.4%) 154(66.7°) 
TOTAL 49(21.2%) 100(43 .4%) 82(35.5%) 231(100°7) 
Patients | Total Population 
PATIENTS/ FOREIGN 77(33.3%) 45 ,900(20 .9°%) 
TOT. POPULATION 
NATIVE 154(66.7°) 174,400(79 .1°%) 
TOTAL 231(100%) 220 , 300(100% ) 
Schiz. Affect. | Organic | Psychon. Others Total 
FOREIGN | 21(27.3%) | 22(28.6%) | 25(32.5%)|  4(5.2%)| 5(6.5%) | 77(100%) 
DIAGNOSIS | NATIVE 76(49.4%) | 25(16.2% 17(11.0%%) | 25(16.2%), 11(7.1%) | 154(100%) 
| TOTAL 97(42.0°%) | 47(20.4%) | 42(18.2%) | 29(12.6%)| 16(6.9%%) | 231(100%) 
Thinking | Affect Behaviour | Conscious- | lotal 
ness 
FOREIGN | 32(16.5%) | 49(25.3%) | 66(34.0%) | 47(24.2%)| 194(100%) 
SYMPTOMS | NATIVE 125(32.1% )| 8%) | 142(36.4°%) | 38(9.7%) | 390(100%) 
TOTAL 157(26.9% 134(22.9°7) | 208(35.6%%) | 85(14.6%) | 584(100° 


twenty-five. These figures correspond to 
rates of approximately 35 per 100,000 for 
the post-war immigrants vs. 165 per 100,- 
000 for the pre-war immigrants. Also 
none of the post-war immigrants entered 
the country during the entire six years 
preceding the study. In this study “then 
the emphasis must ‘be on the age “factor 
as an explanation for any differences 
found in the patient’ s mental state (Table 
IV). With increasing age the admission 
rate changes and diagnoses tend toward 
organic conditions. Also, since they are 
an elderly group the greater number of 
patients who have at some time been 
married bears less significance. This is 
also true of the other significant findings, 


namely occupation (high number of re- 
tired patients) and education (facilities 
for any older group living in Canada 
during the early years of this century 
are necessarily at a lower general level 
than that of the total Canadian popula- 
tion). 

When the importance of the age factor 
as seen in Hypothesis 3 (which studied 
the general characteristics of the classi- 
fication foreign born vs. Canadian born) 
is carried over into Hypothesis 4 (which 
concerns itself with the form of mental 
illness developed by these groups) it be- 
comes somewhat easier to explain the 
significant difference found between the 
two groups. For example, the greater 


| 


330 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL 


number of organic patients and of symp- 
toms related to consciousness in the 
foreign-born group can then be attri- 
buted to the age difference between the 
two groups, and the development of dis- 
eases of senescence. It is probably the 
immigrant who faces the possibility of 
being absolutely devoid of close relatives 
if his or her spouse dies and his children 
move away so that an increased rate in 
the development of mental illness might 
be expected. Similarly since schizophrenia 
is a disease of the younger age groups the 
preponderance in the Canadian born is 
more easily explained. Presumably immi- 
gration is not a course open to a schizo- 
phrenic and the more recent and younger 
immigrants do not have as many repre- 
sentatives of this disease. 

When the rate of admissions alone is 
considered the foreign born group i 
seen to have 1.9 times that of the Cana- 
dian-born group. Whether this can be 
explained on age alone is a question. A 
similar comparison between the age 
groups twenty to twenty -nine and sixty 
to sixty-nine in a Feder al Mental Health 
report shows a difference of 1.8 times 
leaving the observer still in doubt whether 
the same factors are truly operating in 
both groups(1). 


These findings differ from those of 
other investigators. Malzberg in his New 
York studies found definite increases in 
the rate of admissions to the New York 
state hospitals among the foreign born. 
(2, 2a) He explained the development of 
illness in these people on other factors 
besides age: particularly the difficulties 
met by the recent immigrant. Perhaps it 
is the peculiar position of Saskatchewan 
as one of the last areas in the continent to 
be settled that makes the difference so 
apparent. The older age group in the 
population containing such a high num- 
ber of the original immigrant settlers 
makes this group different in character 
from that of New York for example. 
There it would be expected that in com- 
parison to the native-born population the 
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immigrant population would represent 
a somewhat younger group. 


It is important to realize that the sub- 
jects of this study like those in Malzberg’s 
studies are immigrants and not refugees. 
They are not the somewhat random 
sample of a population forced out of a 
country by an emergency situation but 
on the contrary, they are a fairly select 
group. Probably they are those people 
with enough maturity and initiative to 
realize that their situation in their home 
country can be bettered by immigration 
and that they are gaining ‘something by 
their sacrifice, despite the major disloca- 
tion necessitated by transcontinental mi- 
gration. Certainly it is only such a group 
that could be expected to do as well in 
adjusting to a new way of life as the 
immigrant group in this study has done. 
The uncertainties of the refugee life in 
contrast, as reflected in much higher ad- 
mission rates than the ordinary immi- 
grant, has been emphasized in recent 
Unesco reports. (3) 


It is seen in similar fashion in the table 
listing admissions for all ethnic origins 
in Saskatchewan. The Hungarian popu- 
lation is quite low but the foreign-born 
patient group of this nationality is well 
represented (5°, vs. 1.6% of the total 
population). No attempt is made here to 
state the exact significance of these figures 
because of the small numbers involved 
and the uncertain number of foreign- 
born Hungarians in the province. It 
would seem likely, however, that the 
increase is due to the rapid influx of 
Hungarian refugees following that coun- 
try’s revolution. 


In general, it would appear that in this 
particular study the importance of ethnic 
origin and migration becomes less im- 
portant than the commonly studied fac- 
tors of age and other general social fac- 
tors. The reasons for this are probably 
multiple. Possibly the fact that the fron- 
tier area to which this immigrant group 
came formed a beginning society that 
allowed freer expression of individual 
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belief and aspirations. The resultant de- 
crease in conflict reflects in their ability 
to withstand mental illness until advanced 
age brings new stresses. 

Again, the immigrants who settled the 
area may represent a picked group ex- 
cluding those unable to meet the require- 
ments of the frontier where in earlier 
times even survival was in question. 

The fact, also, that the province was 
an agricultural community similar to that 
in which most of them lived previous to 
migration may have helped in their diffi- 
culties. 

It is interesting to note that the immi- 
grant population does not differ in a sig- 
nificant way from their offspring i in their 
choice of residence. This is in contrast 
to the situation in Eastern Canada and 
parts of the U.S.A. where the immigrant 
is incorporated chiefly into the city as a 
source of cheap, unskilled labour. The 
immigrant patients under study here are 
distributed in the normal pattern of the 
community with city, town and farm 
sharing in their choices. 


Summary 


A retrospective study of the prevalence 
of serious mental disease in the southern 
half of the Canadian province of Sas- 
katchewan was made. The total admis- 
sions to the area’s Provincial Mental Hos- 
pital during the year 1957 were reviewed. 
A selection was made from the hospital 
files on the basis of migration and ethnic 
status. English, German and Ukrainian 
groups (with a further division into 
foreign-born and Canadian-born groups) 
who represented the largest ethnic com- 
ponents of the population were chosen. 
They were studied to determine the ac- 
ceptability of four hypotheses. 

1. That the ethnic components chosen 
have different general (social) char- 
acteristics on the basis of their deriva- 
tion from different cultures. 

2. That the ethnic components chosen 
present different forms of mental dis- 
ease in the community. 
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3. That the foreign-born and Canadian- 
born groups have different general 
(social) characteristics on the basis of 
derivation from different cultures. 

4. That the foreign-born and Canadian- 
born groups present different forms 
of mental disease in the community. 

The Chi square method was used to 
determine the significance of the groups 
of factors chosen for each hypothesis. 

Discussion of the results emphasizes 

that Hypotheses 3 and 4 should be accept- 
ed. The greatest single factor for the 
acceptance, however, is neither the mi- 
grant nor the ethnic status of the indivi- 
dual but rather age. The discussion in- 
cludes a review of the possible reasons 
for the great significance of this factor 
rather than cultural and ecological diffi- 
culties mentioned in other papers. 
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Résumé 


Une étude rétrospective de la fréquence 
des maladies mentales graves a été effec- 
tuée dans la partie sud de la province 
canadienne de la Saskatchewan. On a 
passé en revue le nombre global d’admis- 
sions a l'hopital psychiatrique provincial 
de la région au cours de 1957, et on a fait 
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un choix, dans les dossiers de Phopital, 
en se fondant sur la migration et lorigine 
ethnique. Les groupes anglais, allemands 
et ukrainiens (avec plus ample subdivision 
entre les groupes de gens nés a l’étranger 
et de gens nés au Canada), lesquels repré- 
sentaient les éléments ethniques les plus 
nombreux parmi la population, ont été 
choisis. On les a étudiés afin de déter- 
miner l’acceptabilité de quatre hypothe- 
ses. 

1. Que les éléments ethniques choisis 
présentent des caractéristiques générales 
(sociales) différentes selon quils appar- 
tiennent a des cultures différentes. 
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2. Que les éléments ethniques choisis 
présentent diverses formes de maladies 
mentales dans la localité. 
3. Que les groupes de gens nés a l’étran- 
ger et de gens nés au Canada présentent 
des caractéristiques générales (sociales) 
différentes, selon quils appartiennent a 
des cultures différentes. 
4. Que les groupes de gens nés a |’étran- 
ger et de gens nés au Canada présentent 
diverses formes de maladies mentales dans 
la localité. 

La méthode du khi-deux a servi a dé- 
terminer la signification des groupes de 
facteurs choisis pour chaque hypothése. 


Winnipeg, 22nd-23rd June 1962. 
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A SURVEY OF CEREBRAL TUMORS PRESENTING 


AT A PSYCHIATRIC INSTITUTION 


Anprew N. McTaceart, M.D.’, Freperick ANDERMANN, M.D.’, 
AND Carto G. Bos, M.D.’ 


The purpose of this paper is to review 
the case histories of patients with psy- 
chiatric admission to the Allan Memorial 
Institute, whose diagnoses later proved to 
be that of brain tumor. The survey Covers 
the period from the inception of the In- 
stitute in 1944 until the year ending on 
December 3 Ist, 1959. 

The Allan Memorial Institute operates 
as an open psychiatric hospital, within 
the framework of the Royal Victoria 
Hospital. Located in metropolitan Mon- 
treal, it caters to the needs of 80 in- 
patients and 40 patients in the day hos- 
pital. It also operates extensive outpatient 
services. In the event that the routine 
assessment following admission should 
point to the diagnosis of cerebral tumor, 
the patient is transferred within the 
framework of the Royal Victoria Hos- 
pital, to the Montreal Neurological In- 
stitute, where appropriate procedures are 
then carried out. In such a setting, there 
is an opportunity to study the relation- 
ship of psychiatric and neurological 
phenomena. 

In order to ensure adequate coverage 
of the problem we reviewed all cases dis- 
charged or transferred from the Allan 
Memorial Institute with the suspected 
diagnosis of cerebral tumor. We then 
reviewed the records of the “Tumor 
Clinic” of the Montreal Neurological 
Institute and made note of any cases with 
a previous admission to the Allan Mem- 
orial Institute. Finally, we made informal 
contact with the attending staff at both 
institutions, for further cases that might 
not have been included in the two pre- 
vious surveys. 
1 Formerly Som the Department of Psychiatry, 
McGill pt: ta and The Allan Memorial Institute. 
Present address: Department of Psychiatry, University 
of Alberta Hospital, go Alberta. 

2From the Department of Neurology and Neuro- 
surgery, McGill University and the Montreal Neuro- 
logical Institute. 

3 Assistant Professor of Psychiatry, Department of 


Psychiatry, McGill University and the Allan Memorial 
Institute. 


This retrospective approach suffers by 
virtue of the fact that there may be 
patients admitted to the Montreal Neuro- 
logical Institute with cerebral tumor and 
a previous psychiatric admission, who are 
not included. In addition, some cases dis- 
charged from the Allan Memorial Insti- 
tute, may have been diagnosed at a later 
date as suffering from a cerebral tumor, 
unknown to us. 


Historically, there has been a wealth 
of observations regarding the mental 
manifestations of brain tumors. Generally 
speaking there have been two main trends 
of thought. The Pathophysiological 
School emphasizes the symptoms result- 
ing from the nature and the localization 
of the tumor and those signs due to in- 
creased intra-cranial pressure. Those in- 
vestigators who have approached the 
problem from a psychodynamic point of 
view, have tended to dwell on the mental 
changes that result from the adjustment 
of the patient to an altered life situation. 
While both groups of causes are operative 
in each patient, the changes due to the 
nature and localization of the tumor as 
well as those due to increased intra- 
cranial pressure are of definite diagnostic 
significance. The mental changes due to 
psychodynamic mechanisms are non- 
specific and as such are not as likely to 
focus attention on the basic pathology. 

In most reviews, there is agreement 
that sy mptomatology due to mental 
changes i is an early and frequent occur- 
rence in patients with cerebral tumor. 
The problem from our particular point 
of view was to distinguish the organic 
brain syndromes, such as are seen in 
tumor ‘pathology, from the classical 
non-organic symptomatology such as 
schizophrenia, manic-depressive illness 
and neurotic personality development. 
As a point of departure we list the funda- 
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mental defects constituting organic de- 
mentia as outlined by Mayer-Gross and 
Guttman (1): (i) difficulty in retention; 
(ii) disturbance of attention—and—diffi- 
culty in focusing attention; (iii) lack of 
spontaneity—; (iv) poverty of ideas; (v) 
forced responsiveness to stimuli—; (vi) 
some degree of disturbed consciousness; 
(vii) undue tidiness or—slovenliness; 
(viii) affective disorders; and (ix) pro- 
clivity to various catastrophic reactions. 
Mannfred Bleuler (2) in his analysis of 
dementia, with particular reference to 
symptoms accompanying cerebral tumor 
pathology found two specific syndromes 
occurring in 83°, of 600 cases studied. 
He chose to label these manifestations as 
those of clouded consciousness and the 
chronic amnestic syndrome. The cloud- 
ing of consciousness is most frequently 
seen in the more acute cases. The patients 
are somewhat sleepy and_ indifferent, 
attention cannot be fixed in a normal 
degree and mood is frequently changed 
without psychological reason. Under 
stress these mild changes may frequently 
pass over into somnolence, or yet more 
severe into twilight states, delirium or 
coma. As a rule the patients revert after 
a rest to the former condition if the un- 
derlying somatic lesion is not rapidly 
progressive. The above description re- 
presents an abnormal reaction of the 
patient with a brain tumor to various 
non-specific stimuli, such as emotional 
stress, fever or intoxication. Pathogenic 
consequences more directly attributable 
to tumor-growth such as changes i in cere- 
brovascular bloodflow, obstruction to 
the flow of cerebro-spinal fluid, increase 
in tumor mass and mid-brain and medul- 
lary compression due to shift of cerebral 
structures, will also result in varying 
degrees of clouded consciousness, which 
however, is less likely to be reversible. 
The chronic amnestic syndrome in turn 
includes not only alteration of memory 
but in addition ‘implies that the whole 
personality is impaired. There is damage 
to the train of thought; the number of 
ideas on which the patient relies in his 
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arguing becomes scanty; intellectual pro- 
cesses are influenced in too high a degree 
by moods and impulses; concepts become 
vague and generalized; or the patient 
grasps only a single detail of a situation, 
neglecting the other important ones. 
There is a tendency to perseveration, to 
confabulation, and to increased fatigu- 
ability. The emotional behaviour be- 
comes labile and responsive only to what 
is readily understood. Furthermore there 
is a general loss of interest combined with 
a diminished ability to deal with a variety 
of ideas and observations. 

These two modes of reaction are 
closely related to the acute and chronic 
brain syndrome of the American nomen- 
clature. Occurring frequently together, 
as a part of the symptomatology of a 
patient with a brain tumor, it is assumed 
that if the process is allowed to progress, 
dementia is the result. Unlike the patient 
with senile or pre-senile dementia, where 
the deterioration is global, the patient 
with a brain tumor may show areas of 
retained ability, depending on factors 
such as age and personality of the patient, 
type, location, rate of growth of the 
tumor, etc. 

Seizures occurring in patients admitted 
to a psychiatric institution are a fairly 
common occurrence. Overdosage or 
withdrawal from many of the drugs used 
in current psychiatric practice will ac- 
count for many of these. Withdrawal 
from alcohol, intoxications, pre-exist- 
ing epilepsy and hysterical manifestations 
will account for others. It must however 
be remembered that focal or generalized 
seizures are often among the first signs 
of cerebral tumor and that the presence 
of such a lesion must always be suspected 
when seizures first appear in an adult. 

Many of the recent advances in the 
localization of cerebral function, have 
come from the studies by Penfield, Jasper 
and others, of cortical stimulation prior 
to the removal of epileptogenic brain 
tissue. In particular, light has been thrown 
on the cerebral localization of such 
phenomena as illusions, psychical hallu- 
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cinations and emotions which may be 
reproduced by stimulation of certain 
areas of the temporal lobes. Forced think- 
ing may be due to abnormal discharge 
in the temporal lobes or other areas. 
Automatisms may follow upon centren- 
cephalic seizures or may be found in asso- 
ciation with focal seizures arising in the 
temporal and frontal lobes (3). The 
localizing significance of sensory, motor, 
visual, auditory, gustatory and olfactory 
hallucinations need not be restated here. 


Tumors of the frontal lobe or corpus 
callosum are more likely to produce men- 
tal symptoms than tumors elsewhere. 
Some of the features more specific to 
frontal lobe dysfunction are euphoria, 
jocularity, loss of inhibitions and the 
failure of the synthetic function of 
thought (4). Catatonia occurs more fre- 
quently with frontal lobe and mid-brain 
lesions than elsewhere. In tumors of the 
corpus callosum the mental changes more 
particularly due to memory loss often 
dominate the picture. 


The recognition in the early stages, of 
a tumor arising in the parietal lobe, par- 
ticularly on the non-dominant side where 
the presence of aphasia does not aid in the 
diagnosis, presents a challenge to psy- 
chiatric acumen. Also, the distortion of 
body image manifested in denial of illness 
(anosognosia) has to be distinguished 
from the frequently encountered defence 
mechanism of denial. 


The patient’s reaction to illness is in- 
fluenced by premorbid personality, age, 
constitution and psychodynamic factors. 
Nevertheless, it is felt that none of the 
aforementioned syndromes can be con- 
fused with the non-organic psychiatric 
symptomatology such as seen in schizo- 
phrenic deterioration or a neurotic per- 
sonality development. To clarify this 
statement we draw attention to a survey 
carried out by Wanner (5) on 600 con- 
secutive patients with brain tumors pre- 
senting at the Zurich Neurological Insti- 
tute. He reports an incidence of 5°, of 
patients with symptoms of a non-organic 
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psychiatric nature. In a genealogical sur- 
vey of these particular patients, he found 
an incidence of mental illness well above 
that of the average population. On this 
basis he concluded that the psychiatric 
manifestations were probably of a nature 
other than those which could be explain- 
ed as the direct consequence of brain 
tumor pathology. 


With the foregoing discussion in mind 
we posed the following questions: (1) 
How many patients with cerebral tumors 
have presented at the Allan Memorial 
Institute within the last 16 years? (2) 
What circumstances accounted for pati- 
ents with brain tumors presenting at a 
psychiatric institution? (3) What was the 
efficiency in dealing with the problem? 
(4) What recommendations from a psy- 
chiatric rather than neurological point of 
view can be made as regards diagnosis 
and treatment? 


Between the years 1944-1959, there 
were 10,469 admissions, including re- 
admissions, to the Allan Memorial Insti- 
tute. There were nineteen patients who 
were proven to have a cerebral tumor, 
on the basis of pathological findings, re- 
presenting an incidence of about 0.2°% of 
total admissions. In two further patients 
a diagnosis of cerebral tumor was sus- 
pected but not proven unequivocally by 
further diagnostic studies carried out at 
the Montreal Neurological Institute. 
These two patients were not followed 
within our Institutions and their ultimate 
fate is unknown to us. It should be noted, 
that this survey does not include those 
cases where a diagnosis of brain tumor 
was suspected, but where diagnostic pro- 
cedures ruled out the presence of a space- 
occupying lesion of the brain. One addi- 
tional patient was proven to have a large 
angiomatous malformation of the left 
centro-parietal area, but was not included 
in this series. 

In an attempt to abstract some gener- 
alities from our information, it was 


deemed reasonable to classify the material 
as follows:— 


i 
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| Duration | 
Age Sex Cell type of Location 
symptoms 

45 M Glioblastoma multiforme 17 mths | Right temporal 

53 M Glioblastoma multiforme 2 mths | Right frontal 

41 M Glioblastoma multiforme 13 mths | Corpus callosum 

73 M Glioblastoma multiforme 14 mths | Right temporal 

50 F Glioblastoma multiforme 10 mths | Right temporal 

66 M Glioblastoma multiforme 5 mths Right fronto-parietal 
47 F Glioblastoma multiforme 4 mths | Right parieto-temporal 
30 F Malignant glioma 18 mths | Right parieto-occipital 
61 M Astrocytoma 12 mths | Right temporal 

50 M Astrocytoma 4 yrs Left frontal 

24 F Oligodendroglioma 4 yrs Left parieto-temp. 

56 F Hemangioblastoma 8 mths | Cerebellar 

57 M Meningioma 4 yrs Left parasagital 

71 M Meningioma 2 yrs Right frontal 

49 F Meningioma 2 yrs Left parieto-occip. 

55 F Meningioma 2 yrs Left fronto-temp. 

66 M Metastasis from bronchogenic carc. 1 yr Left temp. lobe. 

52 F Metastasis from hypernephroma 6 wks Left frontal lobe. 

18 M Arachnoid cyst 16 yrs III Ventricle. 


The material presented demonstrates 
mainly tumors of the glioma type and 
meningiomas. Because of the small series 
of patients the application of statistical 
analysis was not considered valid. 

The duration of symptoms correlated 
with the histopathology. The average 
duration of symptoms amongst the — 
nant gliomas was of the order of 7! 
months. It is notable that all the malig- 
nant gliomas were located primarily on 
the right side, or non-dominant hemi- 
sphere. It is suggested that the absence of 
primary language disturbance combined 
with the greater likelihood of anosog- 
nosia or denial of illness in these patients 
were significant factors in the lack of 
immediate recognition of the underlying 
process. Tumors with a longer history 
have given no such correlation. 

From a retrospective analysis of the 
symptomatology of our patients, one can 
conclude that all patients presented or- 
ganic mental changes, before sy mptoms 
of increased intra-cranial pressure such 
as nausea, vomiting, diplopia or neuro- 
logical signs of localizing value such as 
focal weakness, sensory changes or speech 
disturbance, appeared. These mental 
changes were predominantly of two 
types. The patients with malignant glio- 
mas and metastatic lesions tended to pre- 


sent a fairly abrupt onset in change of 
behaviour. Clouding of consciousness, 
confusion, disorientation, and unexplain- 
able attacks of anxiety and depression 
were prominent. The group of patients 
with a long history of organic sympto- 
matology and consequently a slower 
growing type of tumor, demonstrated a 
more conspicuous interplay between pre- 
morbid, psychodynamic factors, and 
organic symptomatology. The onset of 
symptoms was more difficult to deter- 
mine, and seemed to emerge gradually 
from a pre-existing personality distur- 
bance. Five of these cases responded 
favourably to psychiatric care at various 
stages in their illness and this was w rong- 
ly interpreted to be indicative of a non- 
organic etiology of their illness. 

Episodic disturbances of consciousness 
or seizures were present in eight of the 
patients. Their diagnostic significance 
was blurred by the presenting picture. 
For example, in one case hallucinations 
of temporal lobe origin were interpreted 
as being schizophrenic hallucinations. In 
another, seizures were attributed to a 
prolonged course of electroconvulsive 
therapy. 

In a psychological analysis of the pati- 
ents’ pre-morbid personality the inci- 
dence of psychoses and long-standing 
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neuroses appeared to be much higher 
than would be expected in a similar group 
of patients presenting at a general or 
neurological hospital. This added factor 
makes the accurate diagnosis more diffi- 
cult than usual. The family, unsophisti- 
cated in the correct interpretation of 
mental symptoms, is often convinced of 
the primary psychiatric nature of the 
patient’s disorder. This leads to a degree 
of urgency and lack of opportunity for 
careful assessment, rather than that which 
might have occurred under less anxious 
circumstances. It is therefore always im- 
portant to consider the possibility of 
organic pathology, once the patient has 
reached a psychiatric setting. 

Of the nineteen cases reviewed, sixteen 
cases were detected on the first admission. 
One case returned several months later 
and was diagnosed at that time. One other 
case was discharged and was referred to 
the M.N.I. after a period of time, with 
neurological involvement. Finally, one 
patient was transferred to the Verdun 
Protestant Hospital, where he developed 
unusual diencephalic seizures and even- 
tually died. The diagnosis of partial ob- 
structive hydrocephalus caused by an 
arachnoid cyst occupying the III ven- 
tricle, was made post-mortem. In_ this 
patient, neurological signs and symptoms 
had been present since early life, and he 
had been previously diagnosed as an 
arrested hydrocephalus of undetermined 
cause, and a severe behaviour disorder. 


At the Allan Memorial Institute there 
is a routine admission procedure that is 
outlined as follows: On admission a clin- 
ical interview and general physical and 
neurological examination are carried out 
by the resident staff. Routine laboratory 
tests carried out include hematological 
studies, urinaly sis, biochemical inv estiga- 
tions and chest X- -rays. Every patient 
receives psychological testing and elec- 
troencephalographic studies on admission. 
The case is then reviewed by the staff 
psychiatrist and consultations are ordered 
in the appropriate specialty, if further 
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investigation is warranted. Using this 
approach, we noted that 14 out of 19 
cases had neurological signs on admission. 
The importance of detailed neurological 
examination in this context cannot be 
overemphasized. Frank signs of increased 
intra-cranial pressure, were noted in only 
6 out of the 19 patients. At this juncture, 
neurological consultation aided in the 
interpretation of the significance of the 
neurological findings. The electroence- 
phalographic examination proved to be a 
valuable screening adjunct when con- 
sidered as part of the total clinical ap- 
proach. Psychological testing also prov- 
ed to be valuable, particularly in two 
cases where there were no other clinical 
suspicions raised as to the presence of 
cerebral pathology. 


From a study of these nineteen cases 
it appears that none of the examinations 
carried out can be dispensed with in the 
effective recognition of brain tumors pre- 
senting in a psychiatric setting. Detailed 
and repeated neurological examination 
should be performed on all patients with 
mental changes. In addition, we feel that 
periodic reassessment using techniques 
described above should be carried out in 
every patient presenting long-standing 
behavioural disorder. It is our impression 
that the above technique represents an 
efficient means of dealing with the prob- 
lem, though it is possible that in some 
patients an accurate diagnosis was not 
reached. 


In present day medical practice the 
borderland between psychiatric and 
neurological disease is poorly explored. 
Continued interest and study of the men- 
tal changes associated with brain disease 
will prove to be an important asset in 
the eventual understanding of behaviour- 
al phenomena. 


Summary 


1. A 16 year review is made of the cir- 
cumstances surrounding the admission of 
a patient with unsuspected cerebral 
tumor to an open psychiatric hospital. 
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2. The incidence of such patients repre- 
sents 0.2°, of admissions. 

3. On retrospective analysis, organic 
mental changes were demonstrated in all 
cases and frequently were the earliest 
indication of disturbance. Awareness of 
the possible nature of these changes led 
to accurate diagnosis in some Cases. 

4. The incidence of psychotic or neur- 
otic manifestations were frequent in the 
patient’s pre-tumor history. This inci- 
dence was higher than would have been 
expected in a comparable group of pati- 
ents admitted to a general or neurological 
hospital setting. 

5. The misinterpretation of psycho- 
logical mechanisms operating in response 
to the illness tended to confuse the diag- 
nosis, particularly in the case of the slow 
growing tumors. 

6. Neurological examination was the 
technique which often raised the sus- 
picion as to the underlying pathology. 
7. An integrated approach using previ- 
ously outlined clinical and laboratory 
methods would appear to offer the best 
mode of detection at the present time. 
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Résumé 


Une revue des patients hospitalisés 
dans un hopital psychiatrique “ouvert” 
démontre que 19 sur 10,000, soit 0.2% 
des patients admis ou réadmis souffraient 
d’une tumeur cérébrale dont |’existence 
préalable ne fut pas soupgonnée. Les pre- 
miers signes étaient surtout ceux d’une 
détérioration mentale de type organique 
et dans tous les cas de tels changements 
ont pu étre mis en évidence. Chez ces 
patients nous avons relevé une forte in- 
cidence d’épisodes psychotiques et de 
psychonévroses antérieures au dévelop- 
pement de la tumeur cérébrale. Les rés- 
ponses psychody namiques des individus 
aux problemes soulevés par leur maladie 
obscurcissaient le tableau clinique, parti- 
culi¢rement dans le cas d’individus por- 
teurs d’une tumeur a croissance lente. 
Les gliomes de ’hémisphére droit avaient 
tendance a prédominer dans notre groupe 
de malades. L’absence des troubles de la 
parole semble avoir été un des facteurs 
qui ont mené a une hospitalisation psy- 
chiatrique. Ce fut l’examen neurologique 
complet plutot que les techniques ancil- 
laires qui a permis de déceler la présence 
de la tumeur. 


CTY 


Les travaux de Manheim (1929), 

Heider (1946), Gurvitch (1948) et F. H. 
Allport (1955) ont précisé opinion de 
Durckheim (1898) concernant le role 
déterminant des préjugés ambiants sur 
la perception, ce dernier terme étant pris 
dans son sens global comprenant la con- 
naissance intellectuelle, la réaction émo- 
tionnelle et l’attitude active devant un 
phénoméne. Que ce soit par les procédés 
de la scotomisation, par ce que Sullivan 
(1953) appelle “Vinattention sélective” 
ou par déformation positive, “les stimuli, 
note Stoetzel (1961), ne peuvent ¢étre 
percus que dans un cadre significatif, 
signification qui n’appartient pas a l’ob- 
jet mais au groupe culturel dans lequel 
lindividu est placé”. De 1a, la complexité 
d’une attitude sociale et les difficultés 
inhérentes 4 son évaluation objective, 
surtout pour un membre de la méme 
société. 
Ces difficultés d’évaluation se révélent 
de fagon trés aigiie devant un phénoméne 
aussi chargé d’émotion que la maladie 
mentale. On voit souvent des gens cul- 
tivés, qui avaient sur la folie l’opinion la 
plus évoluée, prendre une attitude pri- 
mitive devant la crise psychotique d’un 
proche. C'est pourquoi les vastes enquétes 
sur le sujet sont toujours délicates a 
évaluer, que ce soient les études NORC 
de mai 1950 a Chicago ou celles de 
l'Institut de Psychiatrie de Londres qui 
n’ont laissé qu'une impression fragmen- 
taire de la réalité. 

Aussi l'étude parallele des comporte- 
ments sociaux et celle des opinions donne 
l'occasion de faire de nombreux recoupe- 
ments, d’évaluer plus objectivement la 
situation et de fournir, suivant Félix 
(1959), une solide base de départ pour 
une politique d’hygi¢ne mentale.—Nous 
limiterons notre enquéte a quelques 
points. 


~ IRésident, Service de psychiatrie infantile, Hdépital 
Ste-Justine, Montréal. 
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1.—La maladie mentale est-elle pergue 
dans toutes les cultures? On pourrait le 
nier 4 premi¢re vue quand on sait par 
exemple que dans de nombreuses sociétés, 
les hallucinations sont admises comme 
activités normales, dialogues habituels 
avec les esprits. Cependant, de nombreux 
auteurs, entre autres Yap (1951), 
Carothers (1953), Prince (1958) et 
plusieurs correspondants de Wittkower 
et Fried sont d’avis que les primitifs n’ont 
pas de difficulté a reconnaitre la psychose 
et Roumajon (1956) cite le Recueil des 
coutumes Rhadées (tribu primitive de 
chasseurs en Annam) datant du X Véme 
siécle, ou est prescrite la conduite a tenir 
a légard de “ceux que les génies ont 
frappés”. Dembovitz (1945) fait juste- 
ment remarquer que chez les Africains 
les hallucinations ont beaucoup moins 
d’importance pour le diagnostic qu’en 
Europe, et on peut méme concevoir qu'il 
soit plus facile, dans ces petites sociétés 
fortement intégrées, de distinguer le 
psychotique par son comportement en 
marge des rigides conduites acceptées. 

2.—La réaction immédiate devant Il’ap- 
parition flagrante d’une maladie mentale 
est sensiblement la méme a travers toutes 
les civilisations: c’est d’abord une attitude 
de malaise collectif devant cette irrup- 
tion de l’étrange, de Virrationnel non 
conforme aux usages. Mauss (1923) dé- 
crit bien ce phénoméne quand il note 
que “tout le village prenant part aux 
activités collectives, au festin de mariage, 
par exemple, l’abstention de quelqu’un 
étant bien mauvais signe, présage et 
preuve d’envie, de “sort” . . .”. Chez les 
primitifs, on observe des réactions de 
panique et de conjuration devant cette 
présence du “mana”. Stoetzel (1959) re- 
marque que ce n'est pas Yindividu fou 
qui est dangereux, c’est le groupe qui est 
en danger. Chez les Grecs, l’épilepsie 
était nommée la “maladie sacrée” et dans 
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le traiteé du méme nom, Hippocrate, note 
Semelaigne (1869), se départit de son 
flegme habituel pour contester cette 
superstition. A Rome, la méme maladie 
avait pour nom “morbus comitialis”, et 
Celsus explique qu’on considérait une 
attaque épileptique comme un si mauvais 
présage qu’une assemblée spéciale, les 
“Comitia”, était aussitot convoquée. La 
folie était au Moyen Age le signe terri- 
fiant de l’activité démoniaque, et bien 
que cette croyance soit disparue, on re- 
connait encore aujourd’hui ce méme 
malaise indéfinissable et trouble chez tous 
ceux mis en contact avec un malade 
mental. Meme chez les psychiatres d’ex- 
périence, peut-on déceler de légers signes 
de ce malaise en dépit du lent processus 
de mithridatisation inhérent a leurs fonc- 
tions. 

3.—La réaction institutionnalisée des di- 
verses sociétés devant la maladie men- 
tale est variable selon les cultures mais 
partout elle se caractérise par une am- 
bivalence fondamentale ol rejet et pro- 
tection alternent de curieuse fagon et ot 
l'ambiguité de cette attitude est fonction 
du maintien de la bonne conscience 
sociale. 

Tout d’abord, note Yarrow (1955), 
quand les familles ne peuvent plus nier 
lexistence de la folie chez un des leurs, 
elles font tout pour en camoufler l’évi- 
dence aux autres. Tooth (1950) décrit 
chez les “Bushmen” du Ghana cette 
attitude comme étant secondaire a la 
conviction indéracinable qu'une faute 
grave a été commise. On retrouve par- 
tout cette persistance de la culpabilite en 
relation avec la maladie mentale. 

Si la maladie persiste et la situation 
devient intenable, on procéde a l’éloigne- 
ment du psychotique. Les primitifs l’en- 
voyaient souvent, chargé de vivres, a 
une tribu voisine, qui répétait le méme 
geste, de sorte qu'il errait de place en 
place. En Occident, une longue tradition 
avait imposé un véritable bannissement 
hors des murs de la cité et, quoique 
Fsquirol crit a lefficacité de la cure 
d’air, il est certain que cette conception 
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médicale a regu l’appui de [attitude 
d’ostracisme social courante a son époque. 
La procédure légale des divers codes 
civils, du Droit romain au Code Napo- 
léon, avait pour premier objectif de 
protéger la fortune des familles contre 
l'irresponsabilité du malade mental, et elle 
était si lourde que le terme d’un interne- 
ment était souvent problématique. Star 
(1957) rapporte au terme d’une enquéte 
d’envergure que, pour la grande majorité 
des adultes américains contemporains, la 
maladie mentale signifie encore un com- 
portement violent et imprévisible, dont 
le seul traitement est l’internement. 

Le langage traduit également cette 
dévalorisation de lhumanité du malade 
mental, L’O.M.S. (1955) a fait une étude 
du vocabulaire populaire et juridique a 
ce sujet et bien montré ce trait universel 
du mépris social. Méme dans le vocabu- 
laire scientifique trouve-t-on des termes 
tels que “taré”, “dégénéré”, 4 résonance 
péjorative. Les plaisanteries et les innom- 
brables histoires sur les psychotiques et 
les psychiatres facilement assimilés aux 
premiers, font partie d'une tradition 
séculaire. 

Cette attitude de rejet peut revétir des 
formes plus accusées, mais il faut ici 
remarquer que souvent le malade mental 
provoque l'agressivité de son entourage 
et forme avec lui un veritable couple 
sado-masochiste. Ainsi on observe des 
primitifs mettre des entraves a leurs 
malades. Les Romains les enfermaient 
dans l’obscurité. Huxley (1953) rapporte 
qu’au XVIleme si¢cle les fous étaient 
souvent enchainés, affamés et maltraités, 
et que le dimanche, on menait les enfant 
les voir a la Salpétriére et a Bedlam, 
comme aujourd’hui au jardin zoologique; 
il était méme permis de les tourmenter, 
évidemment dans un but d’expiation. Ces 
comportements grossiers ont disparu avec 
le temps, mais il faut se garder de croire 
que la réforme de Pinel et la politique 
de “l’open door” aient tout reglé. Les 
traités classiques de psychiatrie, celui de 
Ballet (1903) par exemple, ont décrit le 
phénoméne de l’othématome, ou syn- 
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drome des oreilles en chou-fleur, comme 
étant un curieux signe de chronicité 
psychotique jusqu’au moment ou 
s'est apergu que cet état n’était du qu’a 
lagressivité du personnel infirmier. 

On a remarqué dans de récentes en- 
quétes une corrélation stable entre pré- 
jugés raciaux et intolérance des malades 
mentaux: la projection de la haine con- 
duit a l’assimilation de ces derniers aux 
boucs é€missaires, et permet les pires 
extrémités. Ainsi un passage de la Bible 
(Lévitique 20:27) prescrivant de lapider 
a mort les individus possédés des “mau- 
vais esprits” aura une répercussion ter- 
rible au cours des ages. Remarquons qu’a 
l’époque médiévale les théologiens étaient 
divisés sur l’interprétation de ce texte et 
plusieurs, dont Jean de Salisbury et Ago- 
bard, avaient une conception hippocra- 
tique de la maladie mentale. C’est seule- 
ment a la Renaissance, c’est-a-dire au 
moment ou les classes dirigeantes, aristo- 
cratiques et ecclésiastiques, ont senti leur 
autorité menacés par les idées nouvelles, 
qu’elles ont durci leur attitude et con- 
fondu au titre de “sorciers” tous les non- 
conformistes de l’époque. Les hérétiques 
s’organisant pour se protéger, ce sont 
surtout les malades mentaux qui ont fait 
les frais de la répression. Alors que chez 
les soi-disant “primitifs”, les fous ont le 
plus souvant fait l'objet d’un tabou pro- 
tecteur, ils ont alors été l'objet d'une 
poursuite systématique de I’Inquisition, 
inspirée du Malleus Maleficarum des R. P. 
Kraemer et Sprenger (1489). La pro- 
cédure: exorcisme, torture, bicher, 
devint courante. Dans la région de Stras- 
bourg, on brila cing mille victimes en 
vingt ans. Le mysoginisme du siécle est 
révelé par la proportion usuelle de cin- 
quante sorciéres pour un sorcier. Un 
traité de tradition hippocratique, le “De 
praestigiis daemonum” du chrétien ir- 
réprochable Johan Weyer (1563) fut 
non seulement mis a l'Index (jusqu’au 
début du vingtiéme siécle) mais fut aussi 
attaqué par un esprit aussi libéral que 
Jean Bodin (1586) qui accusa son auteur 
et les “bons docteurs” d’“apostasie de 
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lurine”. A la méme époque, Ambroise 
Paré, précurseur de la chirurgie moderne, 
proclamait sa croyance aux sorciéres et 
la nécessité de les faire disparaitre par le 
feu vivifiant. Cette tradition se poursui- 
vit encore un bon moment puisque sui- 
vant Zilboorg (1941) la derniére sorciére 
fut décapitée 4 Glarus, Suisse, le 18 juin 
1782. 

Enfin notre siécle n’a pas rompu avec 
cette funeste tradition puisqu’en 1942- 
43 l’armée hitlérienne, ayant un besoin 
urgent d’hopitaux pour ses blessés du 
front de l'Est, proceda a l’extermination 
denviron vingt mille malades mentaux 
polonais. 
4+.—L’autre pole de l’ambivalence, celui 
de la protection du malade mental, est 
également manifeste dans toutes les cul- 
tures. Chez de nombreuses sociétés sans 
écriture, on trouve, observé entre autres 
par Brelsford (1950) et Roumajon 
(1956), des tabous absolus contre, l’ho- 
micide: chez les Memba en Rhodésie du 
Nord, on croyait que la folie se trans- 
mettait du malade a son meurtrier. Dans 
les société rurales en Occident, la 
tolérance du malade mental se manifes- 
tait par le personnage familier qu était 
le “fou du village”. Au Moyen Age, les 
Fréres de la Merci instituérent des “‘asiles” 
sur le modeéle de ceux qu’ils avaient vus 
chez les Sarrasins au cours d’une Croi- 
sade. Au XVIléme siécle, les édits de 
Robert I d’Ecosse et les ordonnances du 
Parlement de Paris (7 septembre 1660) 
reconnaissaient le psychotique comme 
malade et le distinguaient des vagabonds 
et des criminels. Au XVIIléme siécle, le 
mouvement d’opinion initié par Voltaire 
et Encyclopédie facilita 4 la Revolution 
la réforme de Pinel, permise par une loi 
de |’Assemblée Constituante (16-20 mars 
1790, art. 9). Les aliénistes anglais inau- 
gurérent ensuite la politique de |’“open 
door”. Actuellement la psychiatrie s'est 
rapprochée de la médecine et a fini, du 
moins en Amérique du Nord, par réin- 
tégrer completement I’hopital général 
dont elle est maintenant un service 
régulier. De méme l’attitude des médecins 
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et du public a évolué depuis que les 
méthodes actives (électroplexie, insuline, 
chimio et psychothérapie) ont brisé la 
séculaire équation: maladie mentale sy- 
nonyme d’incurabilité. 

Enfin, l’hopital psychiatrique lui-méme 
est en voie de réintégration a la collecti- 
vité. On le rapproche des centres urbains, 
on modifie son aspect carcéral, on en 
ouvre les portes aux visiteurs dans un 
tout autre esprit qu’au XVIléme siecle. 
Par l’intermédiaire des assistantes sociales, 
de fréquents rapports avec les familles 
sont encouragés et le nombre des per- 
missions est augmenté pour que le malade 
ne perde pas contact avec son milieu. 
Le traditionnel exemple de la petite ville 
de Gheel, Belgique, est suivi partout: le 
nombre des foyers d'accueil pour psy- 
chotiques augmente de fagon constante. 
De méme on a pris conscience de la 
“virtualité aliénante” de Vhopital psy- 
chiatrique traditionnel et méme des 
sociologues ont pénétré a lintérieur de 
lenceinte pour étudier a fond cette 
étrange collectivité et pour en déceler 
les structures parasites: de la une intéres- 
sante série de recherches de Caudill et 
Stainbrook (1954), Stanton et Schwartz 
(1954), Greenblatt, Lewinson et Wil- 
liams (1957), Schwartz (1957), Delay, 
Maisonneuve, Benda et Pichot (1958), 
et Fernandez, Hazera et Lebreton (1958). 
Parallélement  s’initiérent plusieurs ré- 
formes dont une des plus récentes, la 
“communauté thérapeutique” a été l’ob- 
jet des travaux de Jones (1953), Rapaport 
(1956), Rundle et Briggs (1937), Denber 
(1960), Denber et Rajotte (1961). Enfin, 
non seulement l’organisation psychiatri- 
que se rapproche des centres urbains, 
mais elle investit méme les divers quar- 
tiers, par l’institution de cliniques de 
prophylaxie mentale dont Duchéne 
(1958) a donné une bonne description 
pour la ville de Paris. 
5.—Ces progres et ces réformes récentes 
ont pu donner lespoir d’une victoire 
prochaine sur les préjugés séculaires. I] 
est certain que les attitudes sociales ont 
sensiblement évolué au cours du dernier 
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si¢cle mais les récentes enquétes de la 

BBC, de Star (1957) et de Stoetzel et 

Voillaume (1959), ainsi qu’une tentative 

expérimentale des Cumming (1957) ont 

montré que des efforts importants de 
propagande n’ont eu, en somme, que des 
effets relativement superficiels. A vouloir 
convaincre le public que la maladie men- 
tale est une maladie “comme les autres”, 

ce qu’aucun médecin, note Leroy (1959), 

ne tient vraiment pour la vérité, on a 

obtenu le résultat inattendu que les gens 

font maintenant une distinction entre 
maladie mentale (peu grave) et “folie” 

(la “vraie”). De méme les pouvoirs 

publics de tous les pays ont bien accueilli 

officiellement les projets de réforme de 
organisation psychiatrique mais ils ont 

par la suite, remarque Daumezon (1961), 

manifesté une résistance passive et une 

lenteur dans l’octroi des moyens qui 
aboutit parfois 4 une progressive stérili- 
sation des essais de rénovation. 

On retrouve donc, sous de nouvelles 
formes, la méme ambivalence sociale a 
légard de la maladie mentale, et toute 
tentative de réforme doit en tenir compte 
pour la fixation de ses objectifs. 

Dans le but de diminuer la réticence 
des collectivités envers le malade mental, 
deux hypothéses de travail s’avérent fer- 
tiles: il s'agit en occurence de favoriser 
Videntification et de neutraliser la pro- 
jection. 

A—Laurin (1961) note le role de pre- 
miére importance joué par les témoi- 
gnages d’ex-malades mentaux dans 
l’évolution de l’opinion publique. On 
sait l'influence exercée par un Clif- 
ford Beers (1908) ou un J. C. Pagé 
(1961) pour créer un puissant mou- 
vement de sympathie envers le patient 
des institutions psychiatriques. Tout 
ce qui peut favoriser identification 
et le rapprochement du simple ci- 
toyen avec ce dernier doit étre favo- 
risé de fagon intelligente. 

B—Etant reconnu qu'il existe une cor- 
rélation stable entre préjugés raciaux 
et intolérance du malade mental, on 
voit plus clairement que la projection 
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de agressivite refoulée sur ce bouc 
émissaire qu’est le fou, joue un role 
déterminant dans cette attitude. Toute 
méthode d’éducation sociale visant a 
réintégrer 4 la conscience collective 
cette violence souterraine devrait étre 
encouragée. 


Summary 

The social perception of mental illness 
cannot be correctly evaluated on the 
basis of superficial investigations and 
questionnaires alone: a parallel study on 
social pattern of behaviour towards the 
mentally ill is required. Those who are 
handicapped mentally are usually identi- 
fied as such in all ty pes of societies. The 
initial reaction to pronounced evidence 
of mental illness is a sense of uneasiness 
within the group for it would appear 
that it is the social group which is in 
danger rather than the insane man who 
is dangerous. The institutionalized reac- 
tion which follows varies from culture 
to culture. In all societies, however, it is 
characterized by a basic ambivalence 
where rejection and protection alternate 
in a strange way. The ambiguity of this 
attitude is in relation to the maintenance 
of an acceptable social conscience. 

The family, for instance, will take 
every possible precaution to conceal the 
presence of a mentally handicapped 
member from the neighbours. When he 
can no longer be controlled, he is driven 
away, he is ostracized outside the city 
walls. Studies have shown a stable cor- 
relation between racial prejudices and 
intolerance towards the mentally ill. 
Even the Bible (Leviticus 20: 27) shows 
a rejection of the latter. And this had 
a disastrous repercussion in the Middle- 
Ages at the time of the Inquisition. Even 
nowadays, the difficulties encountered 
by a former inmate in his readjustement 
to community living are well known. 

On the other hand, instances of pro- 
tection are found in all cultures. From 
taboos which prevent primitive societies 
from putting the mentally ill to death, 
the institution of asylums in the Middle- 
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Ages, Pinel’s reforms and the open door 
policy in the last century, to the recent 
integration of psychiatry i into the general 
hospitals and the discovery of new 
therapies, a slow but constant progress 
has been taking place including the in- 
tegration of mental health services into 
community life. 

This succession of reforms and pro- 
gress may lead one to believe that a final 
victory over secular prejudices has been 
won. However, recent studies show that 
only limited results have been achieved 
through intensive propaganda aimed at 
convincing the public that mental illness 
is a disease like any other disease. There- 
fore, it would appear that our goals 
should rather be: 1) To stimulate by 
every possible means the identification 
process of the average citizen to the 
mentally ill by the publication of ex- 
patients’ personal experiences as for 
example Clifford Beers’ and J. Charles 
Pagés. 2) To neutralize as much as pos- 
sible the projection of aggressive affects 
and thus help free the mentally ill from 
the role of a scapegoat so often imposed 
upon him. 
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FURTHER STUDIES ON THE ANDROGEN EFFECT ON 
SENESCENT MEMORY FUNCTION* 


V. A. Krar, M.D. B. T. Wicpor, Pxu.D. 


In a previous communication (1) the 
authors reported on the effect of an oral 
androgen (9 fluoro-11B-hydroxy-17 me- 
thyltestosterone, Halotestin) on the 
memory function of 13 residents of an 
old peoples home (mean age 80.7 years). 
This group was compared with a 
matched control group drawn from the 
same population. Halotestin produced 
in the experimental subjects a feeling 
of well-being, increased purposeful acti- 
vity and appetite and also had some 
sedative effect. No significant differences 
could be found in the total memory 
scores of the experimental group before 
and after treatment nor were these scores 
significantly different from the total 
memory scores of the control group 
after the same observation period. How- 
ever, significant differences were found 
between the experimental the 
control group on two subtests of the 
memory scale. The experimental group 
improved on recall of logical and mean- 
ingful material whereas the control group 
lost on the same subtest and the differ- 
ence between the scores of the two 
groups proved statistically significant. 
On the subtest of recall (after an un- 
related question) of visually presented 
material the experimental group had 
lower scores after treatment whereas 
the control group had gained after the 
same period of time. This difference also 
proved statistically significant. 

The study also confirmed previous 
findings (2) ‘that there exists a statistical- 
ly very significant difference in the 
memory scores between those aged in- 
dividuals who clinically show a senile 
amnestic syndrome, as compared with 
those who have only a “mild” senescent 
memory impairment as defined previous- 
ly. It is interesting to note that the 
significant differences observed after 
= the Gerontologic Unit of the Allan Memorial 
Institute, Department of Psychiatry, McGill University, 


and The Montreal Hebrew Old Peoples and Sheltering 
Home. 


Halotestin treatment on the two subtests 
mentioned occurred only in the subjects 
with the “mild” type of senescent me- 
mory dysfunction whereas the subjects 
with an amnestic syndrome did not show 
statistically significant changes due to 
treatment. 

These results were interpreted to mean 
that androgen treatment in the dosage 
applied tended to increase perceptual 
alertness as well as interest and motiva- 
tion, thus leading to improved recall of 
logical and meaningful material whereas 
the same factor namely the increased 
interest in the environment including the 
investigator and the intervening question 
might well have interfered with the 
recall of visually presented objects. 

As this effect on memory function had 
been obtained with a relatively small 
dosage of Halotestin (5 mg) given over 
a relatively short observation period it 
was found interesting to see whether 
these results could be maintained or 
even improved when the same drug were 
given to the same subjects over a longer 
period of time and in a higher dosage, 
as well as higher dosages to another 
experimental group. It is the purpose of 
this paper to report on these studies. 


Material and Method 


The first series of observations relates 
to the same group of subjects as pre- 
viously reported. These subjects con- 
tinued to receive a daily dosage of 5 mg 
Halotestin for a period of 6 months, 
after which time the dosage was in- 
creased to 10 mg daily for another 3 
months. Each subject therefore received 
an average of 1800 mg. of Halotestin, 
the total observation period covering 9 
months. During this time four subjects, 
two of the experimental and two of the 
control group died. In the experimental 
group two more subjects had to be ex- 
cluded because of physical disease which 
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rendered them unable to cooperate with 
the tests, and the same applied to one 
subject in the control group. 

This part of our report, therefore, is 
based on an experimental group com- 
posed of 9 subjects, 2 men and 7 women, 
and a control group comprising 10 sub- 
jects, 3 men and 7 women. As regards the 
type of memory impairment present in 
these subjects, the experimental group 
comprised 6 subjects with the “mild” 
type of memory defect and 3 with a 
senile amnestic syndrome, whereas the 
control group comprised 5 subjects with 
“mild” memory defect and 5 with an 
amnestic syndrome. 

As mentioned in our previous com- 
munication, all experimental and control 
subjects were continued on Vitamin B 
medication which they had been re- 
ceiving prior to the experiment. Some 
of our subjects also received Chlorpro- 
mazine and night sedation when indi- 
cated. No placebo tablets were given to 
the control subjects in this series. 

Memory function was tested by means 
of a Memory Testing Scale described 
earlier (1). The tests were repeated at 
regular intervals averaging 3-4 months. 


Results 


The beneficial effect of Halotestin on 
the experimental subjects continued 
throughout the observation period but 
became less noticeable as time went on. 
We did not observe any case of jaundice 
or edema in our experimental group, nor 
was there any clinical indication of 
tumour growth. The fatalities mentioned 
above occurred in both groups with 
equal frequency and were due to cere- 
brovascular accidents and pneumonia. 

Table I shows that the control group 
as well as the experimental group had 
suffered a loss in their total memory 
scores at the end of the nine months 
observation period. This loss proved not 
significant on_ statistical analysis using 
Student’s test as well as analysis of 
variance. There was, however, a statis- 
tically significant loss in the total me- 
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mory scores of the experimental group 
at the end of the nine months period as 
compared with the scores achieved at 


the end of 6 months of observation 
(0.05 >P>0.02). 
Statistical analysis of the scores 


achieved by the subjects of both groups 
on the eight subtests at the beginning of 
the experiment, at the end of six months 
and at the end of the nine months 
periods did not reveal significant differ- 
ences in either group in the subtests of 
“Orientation”, “Recent Memory” and 
“Digit Span” between the scores achiev- 
ed at the three testing periods. 

Statistically significant differences, 
however, were found on the following 
subtests: “Current information”, “Partial 
memory”, “Remote memory”, “Recall 
of logical and meaningful material” and 
“Five object test”. On the subtest for 
“Remote memory” both the control 
group as well as the experimental group 
showed a. statistically significant loss 
between the scores at the end of the nine 
months observation period as compared 
with the scores at the end of six months, 
(0.05 >P>0.02) and (P<0.001) respec- 
tively, but no significant differences as 
compared with the scores at the begin- 
ning of the observation period. 

On the remaining four subtests statis- 
tically significant differences were found 
only in the experimental group: On the 
subtests for “Current information” and 
“Partial memory” the scores of this 
group at the end of the nine months 
period were significantly lower than at 
the end of the six months period (0.05> 


P>0.02). On the subtest of “Recall of 
logical and meaningful material” the 


scores at the end of the nine months 
observation period tended to be signi- 
ficantly lower than at the end of six 
months (0.10>P>0.05) whereas the 
scores reached at the beginning and at 
the end of the experiment were not 
significantly different. Finally in the 
“Five objects” subtest the scores of the 
experimental group at the end of the 
nine months were significantly lower 
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TABLE 
EXPERIMENT I 
Test ScoRES ON MEMORY SCALE BEFORE AND AFTER TREATMENT 
Types of Control Halotestin 
Memory 
Defect 
After 6 After 9 After 6 After 9 
Before Months Months Before Months Months 
Mild 87+3( 6) | 80+ 5( 5) | 804 5( 5) | 804 4( 6) | 794 5(6) | 724 9(6) 
Amnestic 
Syndrome | 28+8( 7) | 274 8( 5) | 23410( 5) | 42+11(77) | 194 4(3)| 104 1(3) 
Total 55+9 (13) 54+10 (10) 52+11 (10) | 60+ 8 (13) | 53413 (9) | 46+13 (9) 


“ 


The number in the bracket gives the number of subjects for which the adjacent mean and standard error were calculated. 


than at the beginning of the experiment 
(0.02>P>0.01). 

An analysis of variance was carried 
out with regard to the type of memory 
impairment, the groups and the duration 
of treatment. This analysis again con- 
firmed the previously found difference 
between the test scores of the subjects 
with the “mild” type of memory impair- 
ment as compared with the subjects 
suffering from an amnestic syndrome, 
as highly significant (P<0.001). This 
applied to the total scores as well as to 
all individual subtests in both the experi- 
mental and the control group bebfore 
and after treatment. 


There were, however, no significant 
differences in either group due to time 
or to treatment with the exception of 
one subtest, the “Five object test”, where 
the experimental group showed signifi- 
cantly lower scores after 3 months of 
treatment (0.05 >P>0.02) as compared 
with the pretreatment scores. This dif- 
ference persisted when Halotestin was 
given for another 3 months in the same 
dosage and then again when for the last 
3 months the Halotestin dosage was 
increased to 10 mg. daily. 


These results can best be summarized 
by stating that the total memory scores 
of both groups did not significantly 
change over a nine months observation 
period. The experimental group, how- 


ever, showed a significant decline of the 
total memory scores at the end of the 
nine months period as compared with 
the end of the six months period. 

The same pattern appeared in the sub- 
test of “Recall of logical and meaningful 
material”, where the scores achieved by 
the experimental group at the end of 
nine months were not significantly dif- 
ferent from those at the beginning of the 
experiment but tended to be significantly 
lower when compared with the scores 
at the end of the 6 months period. In 
the “Five object” subtest there was a 
significant loss of scores of the experi- 
mental subjects in all 3 test periods. 

After the experiment just described 
was completed another series was started 
whereby each of the experimental sub- 
jects received 20 mg Halotestin per day 
in form of four 5 mg. tablets for a five 
and a half months observation period. 
The control group received 4 placebo 
tablets of the same size, shape and colour 
daily over the same period of time. The 
experimental group comprised 19 sub- 
jects, 8 men and 11 women, with an age 
range of 72-89 years and a mean age of 
81.5 years. The control group was com- 
posed of 20 subjects (6 men and 14 
women) with an age range of 71-97 
years and a mean age of 82.2 years. 
There was no statistically significant 
difference between the two groups due 
to age. 
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TABLE II 
EXPERIMENT II 


Test ScorEs ON MEMory SCALE BEFORE AND AFTER TREATMENT 


Types of Controls Halotestin 
Memory 
Defect 
Before After Before After 
Mild 60 + “4 (18) 522 5(18) 64 + 4 (14) 61+ 6(14) 
Amnestic 
Syndrome 24+ 15( 2) | 31 + 14( 2) 42 +7( 5) 35 + 10( 5) 
Total | 564 5(20) | 50 + 5 (20) 58 + 4 (19) 554 6(19) 
The number in the bracket gives the number of subjects for which the adjacent mean and standard error were calculated. 


The experimental group comprised 15 
subjects with the “mild” type of me- 
mory impairment and 4 with a senile 
amnestic syndrome, whereas in the con- 
trol group 18 subjects showed the “mild” 
and two the amnestic syndrome type of 
memory impairment. The greater num- 
ber of individuals with the “mild” type 
of memory dysfunction in both groups 
was chosen because the preliminary 
study had shown that the Halotestin 
effect was particularly noticeable in sub- 
jects with this type of memory impair- 
ment. 

It should be mentioned that even with 
this increased dosage of Halotestin no 
untoward side effects were noted; no 
case of jaundice occurred, nor was there 
any case of heart failure or edema forma- 
tion. The experimental subjects of this 
series also reported a general feeling of 
well-being, showed an increase in pur- 
poseful activity and we could also ob- 
serve the mild sedative effect noted 
previously, particularly during the first 
few months of the experiment. 

Table II gives a survey of the total 
memory scores of both the control and 
the experimental group at the beginning 
and at the end of the observation period. 
Both groups as a whole showed a loss 
in total memory scores, and the same 
applied to the subgroups with “mild” 
memory deficit and the subgroup with 
an amnestic syndrome of the experimen- 


tal group. Only the subgroup with an 
amnestic syndrome of the controls show- 
ed a slight gain. 

Statistical evaluation was again carried 
out by means of Student’s test and analy- 
sis of variance. It confirmed the previous 
finding that the memory scores of the 
subjects with a senile amnestic syndrome 
were significantly lower than the scores 
of the subjects with the “mild” memory 
dysfunction. This was true for the con- 
trol as well as for the experimental group 
both at the beginning and at the end of 
the observation period (P<0.001). 

The decline in total memory scores in 
both groups after the five and a half 
months observation period was statis- 
tically not significant, nor was a signifi- 
cant difference found between the “re- 
test minus test” scores of the pote 
group as compared to the experimental 
group. 

As regards the individual subtests, 
significant differences between the retest 
values at the termination of the observa- 
tion period and the test scores at its 
onset were found in subtest “Orientation” 
where both the control and the experi- 
mental group scored significantly less at 
the end of the observation period, (con- 
trol group 0.02>P>0.01, experimental 
group 0.01 >P>0.001). On subtest “Par- 
tial memory” only the controls had 
significantly lower retest scores (0.05> 
P>0.02), whereas the retest scores of 
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the experimental subjects were not 
significantly different from their test 
scores, and the same applied to the sub- 
test “Digit spann”. The significant dif- 
ferences were again found only in the 
scores of the subjects with the “mild” 
type of memory deficit. 

In the analysis of variance the presence 
of interaction between treatment time 
and group was tested for. There were 
no significant interaction or significant 
differences found with this form of sta- 
tistical analysis as regards the total scores. 
As regards the individual subtests the 
followi ing results were obtained. 

On the subtest “Recall of logical and 
meaningful material” there was a signi- 
ficant F value for treatment (0.025 >P> 
0.01). The mean for the experimental 
group was significantly higher than that 
of the control group. A difference in the 
same direction, but only of borderline 
significance, was apparent before treat- 
ment. Therefore, this difference was 
probably not due to treatment alone. On 
the subtest “Digit span” the mean of the 
experimental group (6.4) tended to be 
higher than the control mean (5.7). 
There was a borderline F value for 
treatment (0.10>P>0.05). This differ- 
ence was due chiefly to a drop in the 
scores of the control group during the 
retest period. This fall did not occur in 
the experimental group. Treatment with 
Halotestin therefore, tended to prevent a 
decline in this subtest. On the same subtest 
the retest mean was significantly lower 
than the test mean (0.025>P>0.01) 
which again was due chiefly to the de- 
cline of the retest values of the control 
group. On the subtest “Five objects” the 
retest mean tended to be lower than the 
test mean but the difference was of only 
borderline significance (0.10>P>0.05). 
This was due to lower scores in both the 
control and the experimental groups 
during the retest period. 

Summarizing the results of this experi- 
ment it would appear that the total 
memory scores in both groups did not 
significantly change over a five and a 
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half months observation period. Both 
groups showed a significant loss of scores 
on the subtest “Orientation” whereas on 
the subtests “Partial memory” and 
“Digit span” only the control but not 
the experimental subjects showed signi- 
ficant losses. As regards the subtests 
“Recall of logical and meaningful ma- 
terial” the experimental group showed 
a higher score mean after treatment than 
at its onset, whereas on the subtest 
“Five objects” both groups scored less 
at the end of our observation than at 
its onset. Again all significant differences 
were due to the scores achieved by the 
subjects with the “mild” type of me- 
mory impairment. 


Discussion 


It was suggested in our previous com- 
munication that further investigation of 
the androgen effect on senescent me- 
mory function should be undertaken 
with varying dosage and varying dura- 
tion of treatment and also with attempts 
to control more of the environmental 
variables. This study represents such an 
undertaking. 

In the first experiment reported here 
the same subjects were used as in our 
previous study. The duration of the 
Halotestin medication was extended to 
six months at the previous dosage of 5 
mg daily. The medication was then in- 
creased to 10 mg for another three 
months thus extending the total observa- 
tion period to 9 months with a total 
dosage of 1800 mg of Halotestin for 
every individual subject. No other en- 
vironmental control was used in this 
series than mentioned previously, name- 
ly that care was taken that the subjects 
on Halotestin did not become aware of 
receiving special medication or more 
attention than the control subjects. In 
the second experiment reported here 
another control measure was introduced, 
namely the use of placebo tablets which 
were given to the control subjects at the 
same time and in the same number as 
the Halotestin tablets to the experimen- 
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tal subjects. In this second series the 
Halotestin medication was increased to 
20 mg daily which, for the 54% months 
observation period, amounted to about 
3300 mg for each subject. 

Our observation showed that the gen- 
eral beneficial effect produced by Halo- 
testin in the experimental subjects during 
the first months of the observation 
period slowly faded as time went on 
and completely ceased when Halotestin 
was discontinued. 

As regards memory function this 
study again confirmed that there exists 
a statistically highly significant quanti- 
tative difference between the qualitative- 
ly different “mild” type of senescent 
memory dysfunction and the senile am- 
nestic syndrome. Halotestin treatment 
did not change the type of memory 
dysfunction present in our experimental 
subjects. It is noteworthy in this con- 
nection that whatever significant changes 
could be observed occurred only in the 
group of subjects with the “mild” type 
of memory impairment but not in those 
with a senile amnestic syndrome. These 
facts seem to be in keeping with the 
assumption that the “mild” and the ‘“am- 
nestic syndrome” type of senescent 
memory decline represent psy chopatho- 
logically and pathophysiologically dif- 
ferent processes. 

In neither experiment did the total 
memory scores significantly change over 
the observation periods of nine and five 
and one half months respectively. As 
this was found true for the experimental 
groups as well as for the control groups 
it seems safe to assume that, cerebrovas- 
cular accidents excluded senescent 
memory decline is a slow process re- 
gardless of the type of memory impair- 
ment present. F urthermore, our observa- 
tion shows that Halotestin at least in the 
dosage and for the time used in our 
experiments did not improve the total 
memory scores of the experimental 
groups. The fact, however, that in the 
first experiment the total scores of the 
experimental group after 9 months of 
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treatment were significantly lower than 
after 6 months but not significantly dif- 
ferent from the scores at the beginning 
of the experiment seems to indicate the 
possibility that Halotestin did produce 
some improvement in the total memory 
scores during the first part of that ex- 
periment which may not have been 
noted. 

Turning now to the individual sub- 
tests in the first experiment, we find in 
3 of them a pattern similar to that ob- 
served with the total memory scores. 
This applies to the subtests “Current 
information”, “Remote memory” and 
“Partial memory”. The experimental 
group showed at the end of nine months 
significantly lower scores than at the 6 
months test period, but no significant 
change as compared to the onset of the 
experiment. The explanation for this 
interesting finding may be the same as 
that offered for the total scores. 

There were, however, two _ note- 
worthy exceptions to these subtest re- 
sults. On the subtest “Recall of logical 
and meaningful material” the experimen- 
tal group showed at the end of 9 months 
scores which only tended to be lower 
than the scores at the end of six months 
and on the “Five objects” subtest the 
test scores of the experimental group 
at the end of the experiment were signi- 
ficantly lower than the scores at the 
beginning of the experiment and also 
than those at the end of the six months 
period. It may be remembered that it 
was on these subtests where the experi- 
mental subjects of our preliminary study 
showed significant changes: improve- 
ment of scores on the subtest “Recall of 
logical and meaningful material” and 
loss of scores on the “Five objects test”. 
It would seem therefore that prolonging 
the experiment for another six months 
and increasing the Halotestin dosage 
from 5 to 10 mg per day for the last 3 
months of the experiment prevented the 
scores on the subtest “Recall of logical 
and meaningful material” (where there 
had been a significant improvement at 


the 3 months level) from declining to the 
same extent as the scores on the other 
subtests. On the “Five Objects” subtest 
on the other hand where there had been 
a significant decline of scores at the end 
of 3 months this decline continued to 
a significant extent throughout the ex- 
periment. 


In the second experiment the experi- 
mental subjects received 20 mg of Halo- 
testin daily over a 5% months period, 
whereas the control subjects were given 
placebo tablets. In most of the subtests, 
only the controls showed statistically 
significant losses with the exception of 
the subtest “Orientation” and the “Five 
objects test” where both the experimen- 
tal and the control group showed lower 
means at the end of the experiment than 
at its beginning. On the subtest “Recall 
of logical and meaningful material”, 
however, the Halotestin group showed 
a significantly higher mean after treat- 
ment than at its onset. 


In our pervious communication we 
expressed the view that the improvement 
in “Recall of logical and meaningful 
material” observed in our experimental 
subjects was due to an increase in per- 
ceptual alertness, interest and motivation 
produced by the androgen and possibly 
connected with its anabolic effect, and 
that the same factor was responsible for 
the decrease in scores on the “Five ob- 
jects test.” The results observed in the 
present experiments seem to confirm this 
view. It was mentioned above that the 
general beneficial effect, the feeling of 
well being and increased activity w hich 
we could observe in our experimental 
subjects during the first weeks of ob- 
servation slowly decreased as time went 
on. It seems that the decline in memory 
function after a peak was reached paral- 
lels the slow decline of this general 
beneficial effect. The theoretical impli- 
cations of such an assumption have al- 
ready been discussed in our previous 
communication. Suffice it to say that 
on the basis of the present experiments 
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further studies on the effect of androgen 
and other hormones on memory func- 
tion seem to be warranted particularly 
in the hope that a further decline in 
memory function in individuals showing 
the beginning of the “mild” type of 
senescent memory dysfunction might be 
prevented. Our study seems to indicate 
that after a certain period of time an 
adaptation of the organism to the gen- 
eral psychological effect of the androgen 
as well as to its effect on memory func- 
tion takes place regardless of the dosage 
applied. Caldwell and coworkers (3,4) 
have expressed similar ideas regarding 
the psychological effect of estradiol on 
aged women. This seems to suggest that 
the intermittent application of medium 
dosages over shorter periods of time 
might be more beneficial to the aging 
person than the longterm application of 
high dosages. Another possibility would 
be the use of other sex hormones. 
Studies are in progress to investigate the 
effect of such a procedure on memory 
function. 


Summary 


On oral androgen (9 fluoro-11B-hy- 
droxy- 17 methyltestosterone) had been 
found to improve recall of logical and 
meaningful material in 13 senescent 
people, without raising their total me- 
mory scores. Prolonged administration 
of this substance to the same subjects in 
the same and a somewhat increased 
dosage did not improve the previously 
achieved results. The improvement in 
memory function paralleled the general 
beneficial effect which the androgen 
produced in the subjects. The same re- 
sults were obtained with a still higher 
dosage in another group of experimental 
subjects. Some theoretical implications 
of these findings are discussed. 
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Résumé 
Un androgéne de synthése, le 8 fluoro- 
11B-hy droxy -17 méthy ltestostérone a été 
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administré 4 un groupe de 13 patients 
souffrant de sénescence. On a noté chez 
eux une amélioration de leur mémoire 
d’évocation pour des événements passés 
qui leur étaient significatifs sans que pour 
cela on ait noté une amélioration dans les 
tests sur leur mémoire globale. 


L’administration prolongée de ladite 
substance au méme dosage ou méme a un 
taux plus élevé n’a pas cependant aug- 
mente l’amélioration des résultats déja 
obtenus sur une période de six mois. 


L’amélioration de la mémoire est en 
fonction des bénéfices que les patients ont 
subis dans leur état général grace a l’ad- 
ministration de cette substance. 

Les mémes résultats furent obtenus 
avec un autre groupe de sujets avec un 
dosage plus éleve. 

Quelques implications théoriques en 
relation avec |’administration de cet subs- 
tance et de la mémoire sont discutées. 


THE PSYCHOANALYTIC APPROACH TO SHAKESPEARE’S 
HAMLET 


IrvinG I. M.D. 


The interpretation of the character of 
Shakespeare's Hamlet, and of the play 
itself, as that of an Oedipus situation, 1s 
a logical result of the fundamental prin- 
ciples of psychoanalytic psychology. It 
is necessarily dependent on the accept- 
ance of the presence of primitive forces 
and motivations in the Unconscious and 
of their transformation into sublimatory 
channels of socially- -accepted activ ity. 
On this basis, all creative art, and in this 
case, poetic creative expression in parti- 
cular, finds its psychogenesis in the ori- 
ginal conflicts which every individual is 
supposed to have experienced in early 
infancy and childhood. To go one step 
further than this, the psychoanalysts have 
shown the close relationship existing 
between myth, dream, day-dream and 
creative expression. Since myth and 
dream are considered wish fulfillments 
of the race and of the individual, res- 
pectively, then poetic creative expression 
also represents the expression of deep 
conflicts, the solution of deep wish ful- 
fillments. This has opened up the whole 
field of creative art to psychoanalytic 
interpretation. By their works shall you 
know them, for the man is in his creative 
work. Thus a whole new body of Shakes- 
pearean criticism has arisen since Freud, 
and all of his plays have come under 
the scrutiny of the psychoanalytic micro- 
scope. In the case of Hamlet, which is 
generally considered Shakespeare’s great- 
est drama and one of the greatest pieces 
of literature of all time, Dr. Ernest Jones 
considers it as expressing “the core of 
Shakespeare’s philosophy and outlook on 
life . . .” (1) and that the conflict in- 
volved in Hamlet “is an echo of a similar 
one in Shakespeare himself, to a greater 
or lesser extent with all men.” (2) “The 
intrinsic evidence from the play,” he 
states, “decisively shows that Shakespeare 
projected into it his inmost soul.” (3) 
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Freud himself, declared it to be “the 
poet’s own psychology with which we 
are confronted in Hamlet.” (4) But even 
before the advent of psychoanalytic 
Shakespearean criticism, some of the 
most important literary critics expressed 
themselves of similar opinion. Thus 
Bradley writes that Shakespeare “put his 
own soul straight into this creation .. . 
wrote down his own heart.” (5) F. S. 
Boas similarly speaks of Shakespeare as 
choosing a theme in Hamlet “as the 
vehicle of thoughts surging in his own 
breast” and surmising “that only out of 
an overwhelming subjective impulse 
could Hamlet have arisen”. (5a) Taine 
says, “Hamlet is Shakespeare . . .” (6) 
Figgis speaks of Hamlet as “Shakespeare’s 
completest declaration of himself,” (7) 
while Dr. Bucknill states that “the scept- 
ical doubts of Hamlet probably indicate 
a phase in the poet’s own mind. . . .” (8) 
Indeed, in the creative works of all poets 
must come out the eternal patterns of 
conflict of the race and of the individual. 


From this standpoint, Freud himself 
set the tenor of interpretation. He con- 
siders Hamlet as “rooted in the same soil 
as Oedipus Rex”—and he points out that 
while in “Oedipus Rex—the basic wish 
phantasy of the child is brought to light 
and realized as it is in dreams; in Hamlet 
it remains repressed, and we learn of its 
existence as we discover the relevant 
facts in a neurosis—only through the 
effects which proceed from 

> (9) “And he goes on to show that 
chief inhibitory effect is Hamlet's 
hesitation. In fact, he considers that 
“The play is based upon Hamlet’s hesita- 
tion in accomplishing the task of revenge 
assigned to him;” (10) and that this he- 
sitation is based upon Hamlet’s own guilt 
surrounding infantile incestuous wishes 
and consequent identification with his 
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own father and with his uncle-step- 
father, Claudius. 

Ives Hendricks is in agreement with 
Freud. He holds that “. . . Hamlet por- 
trays the Universal tragedy of the race 
cast by the genius of Shakespeare in a 
form which lulls the conscience of his 
audience, while yet it arouses their in- 
most passions,” (11) and that “the drama 
tells the story of incest and patricide 
with more disguise” (12) than Sophocles’ 
Oedipus Rex. This, he proceeds to em- 
phasize in the following statement: (13) 

The morality of his audience is ap- 

peased by the device of emphasizing 

the guilt of Claudius’ behaviour and 
concealing the unconscious guilt of 

Hamlet’s phantasy, by Hamlet’s tragic 

failure to achieve his murder; by the 

theme of Hamlet’s sexual failure with 

Ophelia and his flight to England. The 

motive of patricide is disguised by re- 

placing the real father as object of 

Hamlet’s infantile hatred by the uncle, 

though the mother is openly accused 

of “incest”. 

Fritz Wittels also considers that “Ham- 
let is the great Oedipus tragedy of the 
late Renaissance” (14) and points out 
that “Hamlet cannot love Ophelia be- 
cause he has a mother fixation”, cannot 
revenge his father, cannot fulfill the 
ghost’s command to kill his step-father, 
because the murder of his father was a 
deed which Hamlet, himself, has long 
harboured as a design in his unconscious,” 
(15) all leading to his irresolution, his 
hesitancy. 

Dr. Arthur Wormhoudt more recent- 
ly (1949) not only agrees with the pre- 
viously quoted psychoanalysts “that 
Hamlet’s unconscious attachment to his 
mother accounts plausibly for the delay 
and a good many other puzzling factors 
in the play” (16) but he carries the 
interpretation deeper along the psycho- 
analytic road to the oral level and comes 
to the conclusion that “Hamlet may be 
considered a very nearly perfect oedipal 
defense for the more deeply repressed 


Vol. 6, No. 6 


oral conflict” (17) which Dr. Worm- 
houdt considers a general basic source 
of creative literary expression. While 
Ella F. Sharpe (1950) implies the same 
thing, for, in considering the fundament- 
al problem of the play as “the unresolved 
Oedipus conflict” she states that, “Shakes- 
peare dramatized in Hamlet his own re- 
gression after his father’s death. In ex- 
ternalizing the introjected objects in 
dramatic form he delivered himself from 
‘the something in his soul.’ He freed 
himself through sublimation . . .” (18) 

Numerous other psychoanalysts echo 
these views, but it remained for Dr. 
Ernest Jones, founder of the psycho- 
analytic movement in Great Britain to 
explore the whole subject of Shakes- 
peare’s Hamlet in all its meanings and 
psychoanalytic manifestations. His essay, 
“A Psychoanalytic Study of Hamlet” 
(19) is indeed a masterly piece of 
scholarship that deals elaborately and at 
great length with the whole problem of 
the psychogenesis of poetic creative ex- 
pression as well as with the particular 
problem and interpretation of Hamlet 
as an Oedipus tragedy. He painstakingly 
takes up the thesis that Hamlet is merely 
an unusually elaborated form of a vast 
group of legends” (20) “the main theme 
(of which) ... is the highly elaborated 
and disguised account of a boy’s love of 
his mother and consequent jealousy and 
hatred toward his father.” (21) Step by 
step he takes us through the play in the 
proving of this thesis and concludes as 
follows: 

There is thus reason to believe that 
the new life which Shakespeare pour- 
ed into the old story was the outcome 
of inspirations that took their origins 
in the deepest and darkest region of 
his mind. He responded to the peculiar 
appeal of the story by projecting into 
it his profoundest thoughts and emo- 
tions in a way that has ever since 
wrung wonder from all who have 
heard or read the tragedy. It is only 
fitting that the greatest work of the 
world-poet should have had to do with 
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the deepest problem and the most in- 
tense conflict that has occupied the 
mind of man since the beginning of 
time—the revolt of youth and of the 
impulse to love against the restraint 
imposed by the jealous eld. (22) 

This then can be considered as adequate 

dynamics for Hamlet’s emotional status 

and his actions according to the analysts. 
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Résumé 


L’auteur reprend dans cet essai l'étude 
psychanalytique de Hamlet. A la suite 
des travaux de Sigmund Freud et surtout 
d’Ernest Jones, dont il s’inspire de trés 
prés, il voit dans la tragédie de Shakes- 
peare une expression dramatique du con- 
flit oedipien a partir de légendes réunies 
par ce theme fondamental de l’histoire et 
de l’art de l'homme. 


AN EGO-MILIEU MATURATION THEORY SUGGESTING 
AN ETIOLOGICAL BASIS FOR THE MAJOR PSYCHOSES 


F. Crawrorp Jones, M.D. 


In this day of scientific advances in 
our psychiatric thinking, with measure- 
ments of reactions even unto the third 
and fourth decimal point, and the pin- 
pointing of centres of emotional reactions 
in smaller and smaller regions of the 
brain, with more and more specific drugs 
to control them. It might be refreshing 
to do a little uninhibited, over-inclusive, 
personalized schizoid extrapolating. Even 
a grain of truth may be found. It is my 
humble that some, with greater 
analytic gifts than myself, will pause and 
gave consideration to my subject. 


wish 


It is not what I have to say that is in 
any way new; rather it is an attempt to tie 
together the broad spectrum of idiopathic 
psychoses in the framework of a theory 
of Ego-maturation which will, in turn, 
aid in suggesting modes of treatment and 
indicating areas in the sick individual’s 
development where emphasis on treat- 
ment might be of greatest value. From 
whatever point of view we attack an 
unknown, that which is truth must be 
true, and will, in the final analysis, fit in 
place. 

Any organism has three basic ways of 
adapting to its environment or milieu as 
it sees it. 

(i) Complete indifference — possible 

only if the milieu has no meaning to 
it, and is only seen very rarely in 
severe aments or decerebrates. 
One of what I would like to call 
Competition (or Aggression), 
where through insecurity, it is 
forced to try to gain more than it 
gives, 
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(il) 


(ili) One of Co-operation (or Accept- 
ance), where it feels secure, and is 
able to give more than it expects to 
get back. 

Firstly—In our culture, an organism must 
either compete with its environment or 
co-operate with it. I might add here the 
concept of “pseudo-co-operation”, which 
is actually a form of competition, since 
in this the organism, by apparently co- 
operating, is consciously calculating to 
get more back than it gives. It is felt “that 
the co- operative attitude indicates greater 
intrinsic strength and security, and is 
therefore a more mature attitude than 
that of competition. 


Secondly—In the time-continuum of the 
earlier Competitive maturation phases, 
there are three convenient basic levels of 
adaptive behaviour to be considered—the 
Physical-Physiological,; the Psychologi- 
cal-Cultural; and ‘the Philosophical- -Ethi- 

cal Values Levels. Why these? Re- 
lating this now to man—when he is first 
born, we may assume that the thought 
processes have remained relatively in- 
activated in utero, up until the time of 
birth, for several reasons—the lack of 
myelinization, and secondly, the lack of 
external stimulus to adapt. This newborn 
ego I have termed the Indifferent Amor- 
phous Ego. His concept of himself is 0, 
and his concept of his milieu is 0. 0:0 


This state does not last long, however. 
Soon there are extrinsic factors applying 
pressures on him to adapt. The Mother’s 
breast thrust in his mouth leads to him 
becoming aware of tactile sensations in his 
oral orifice. Maternal handling leads to in- 
creasing awareness of his body, arms, etc. 
Excretory functions lead him to further 
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awareness of his physical being. Eventu- 
ally he discovers that mother and he are 
separate entities, attached only by an 
emotional umbilicus. Throughout this 
early stage of becoming aware of his 
physical being, the concept of competi- 
tion is seen to obtain. He does nothing, 
except accept mother’s bounty. However, 
as his own Physical Ego Concept is de- 
veloping, there is also growing awareness 
of mother, and there is a gradual growth 
in his concept of his milieu-so we might 
consider it now as 1 to 1—the infant to 
the significant, all-important mother 
figure. 1:1 
But then as time goes on, and our 
continuum unfolds, the infant grows in 
physical stature, and at the same time, his 
significant interpersonal milieu broadens 
to first include father and siblings, then 
later again relatives, other children, and 
the process of adjusting adaptively psy- 
chologically and emotionally becomes 
necessary. The emphasis continues to be 
competitive—trying to learn more than 
others, to get things, to beat the other 
fellow. It is seen here then the relation- 
ship of ego-concept is still 1, a larger one 
than before, but still one, while the “sig- 
nificant” Milieu Magnitude has increased 
to a finite number “f”’. 1:f 
Man has, over and above the animals, 
the ability to think abstractly, and as this 
ability develops, the nebulous infinite 
concepts of God, the size of the universe, 
the meaning of life and death come into 
increasing awareness. There is the struggle 
to comprehend these ideas, again at a 
competitive level, frequently in terms of 
religiose praying to be given help or 
material things and the Ego’s one is con- 
fronted with adapting to an infinite 
cosmos and_ eternity, designated nu- 
merically by the sign for infinity © 1:0 
Fortunately, the sexual hormones pull 
him back from this abyss, and, all going 
well, he embarks on his first truly co- 
operative relationship in marriage—the 
“I” concept becomes “we”, and the pres- 
sure is reduced from 1 against o to 2: ©, 
in this Co-operative Marital Ego Level. 
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With the advent of a family, this 2 
becomes 3, 4+, 5, and in some instances, 
a co-operative interest in his firm, his 
Service Club, his local civic affairs, or 
even his country, and he attains the level 
of the Co-operative Cultural Ego level, 
with an identification with a finite group, 
and the relationship become “f”: © . 


The ultimate step in the continuum is 
obviously © to © in the Co-operative 
Cosmic Ego level, which we can assume 
has only rarely, if ever, been achieved in 
our culture, which is essentially based 
on competitiveness and insecurity. As 
this asymptotic curve, drawn using the 
indices we have postulated, shows, it is 
quite indirect in its approach to ultimate 


maturation. 


This second graph shows a more ideal 
and direct maturational curve, with the 
indices governing it being the relation- 
ships 1:1; f:f; 0:0. It is interesting to 
speculate on the possibility of achieving 
this, but it certainly is rarely, if ever seen 
in our culture. ? 


It would be interesting to point out 
how the three basic psychoanalytic 
schools of Jung, Freud and Adler are 
each based on one of the three Com- 
petitive Ego Levels:—Adler at the phy- 
sical level; Freud at the emotional psy- 
chological level; and Jung at the abstract 
philosophical level. Freud also recognizes 
this trinity in his id, ego and superego. 

This schema of maturation has little 
new in it. It uses some of Sadler’s ideas, 
some of Erikson’s; it doesn’t conflict with 
Freudian concepts, except to go beyond 
them, and even Freud, in his later theories, 
became more philosophizing. It must be 
remembered that this maturational growth 
schema, while structurally can be visu- 
alized as three dimensional, is dependent 
on an unidimensional and unidirectional 
continuum of time. Therefore, any at- 
tempt to force adaptation at a point much 
beyond where the individual has reached 
will lead to his attempting to bridge the 
gap, using whatever he already knows, 
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Maturation Stage 


Indifferent Amorphous Ego 
Competetive Physical Ego 
Competetive Psychological Ego 
Competetive Philosophical Ego 


Co-operative Marital Ego 
Co-operative Cultural Ego 


Co-operative Cosmic Ego 


Ego: Milieu 


- Psychopathic Reaction 

Schizophrenic Reaction 

Manic-Depressive Reaction 

2:0 Paranoid Reaction 

f:@ 


and such clues as are given him by the 
environment into which he feels forced. 
In other words, he could be compared to 
a student who knows his basic arithmetic 
forced to solve a problem in calculus— 
his inadequate attempt at solving the 
problem would be a jumble of bits and 
pieces of the given calculus question, 
interspersed with pieces and bits of his 
arithmetical knowledge.—A chaotic re- 
sult, comparable to the behaviour seen in 
a psychotic. 


What happens then when a person is 
forced, by his environment, to omit a 
step in this continuum? What adaptive 
behaviour attempts can we logically ex- 
pect him to use? 


Let us speculate on what we might 
expect to find if, for some reason, the 
Competitive Phy sical Ego was never 
achieved. First of all, we would expect 
aberrant behaviour symptoms to appear 
early in life. He is faced with adapting to 
other individuals, without having ade- 
quate concept of himself as a person— 
hence evaluating other persons as himself, 
they would be thought of as being value- 
less entities. There would be no concern 
for others’ property or rights. He w ould 
be indifferent to personal values, philo- 
sophical concepts w ould be meaningless, 
and marriage a mockery of self-indul- 
gence. Is this not the classical psychopath? 


Let us press on. Omit the Competitive 
Psychological Ego lev el. Push the indivi- 
dual who has achieved the Competitive 


Physical Ego concept into the Competi- 
tive Philosophical Ego level of adjust- 
ment, as occurs so often in our “tied-to- 
mother’s-apron- string” adolescent, when 
he is suddenly brought face to face with 
his budding “sexuality and the need to 
adjust his ethical value systems and his 
inept religiose contemplations of God, 
and we have the picture pieces that are 
seen in our Hebephrenic and Catatonic 
Schizophrenics. They have never learned 
to compete emotionally, to give and take 
socially; their adjustment to their peers 
has been essentially intellectual. Again in 
our time of onset of symptoms, this group 
appears later than the psychopath, but 
earlier than the other psychoses. 

What might we expect to find happen- 
ing, if the Competitive Philosophical Ego 
level is missed out, and our man is con- 
templating marriage, or is trying to make 
an adjustment to married life? A marriage 
based on competitivenesss at best, but 
likely intruding on the scene will be the 
biphasic problem of solving his relation- 
ship to the universe, either feeling over- 
whelmed by it all, plus his marital partner, 
or identifying with the universe in a 
manic fashion — the Manic-Depressive. 
Again this fits in with the statistics as to 
the time of onset of manic-depressive 
psychoses. It may also be the reason wh 
E.C.T. is so effective in these illnesses, 
suggesting that E.C.T. causes physical 
blunting of the awareness of infinite ab- 
stract value systems, so there is less press- 
ing necessity to fill the gap. Animals who 
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lack the abstract concept of infinite values 
are not faced with the need to bridge this 
step and can frequently live in a co-oper- 
ative relationship. 

We come to consider finally an indivi- 
dual who has attained a Competitive 
Philosophical Ego adjustment, is unmar- 
ried, emotionally at any rate, who tries 
to adjust co- operativ ely at the Co-oper- 
ative Cultural Ego level. He expects 
everyone to co- oper rate with him. He is 
suspicious if “they” don’t do what he 
thinks they should; “they” must be against 
him—the typical Paranoid. Again, statis- 
tically, the paranoid appears later on, 
compared to other psychoses. 

Now, what value can all this have? 
How can the hypothesis be tested? 

Taking the second question first—case 
histories used as text book examples may 
be examined to see if they fit the schema, 
and secondly, our own case histories of 
our own patients might be reviewed, 
and in some cases, further attention to 
the question of their philosophical and 
ethical value system development might 
profitably be indicated, as all too fre- 
quently we psychiatrists shun this seg- 
ment of our patient's lives, the same way 
as the general practitioners tend to shun 
emotional problems in their search for 
the phy sical illness. 

What value can all this have— should 
we find ourselves in agreement with 
the schema, it suggests what may be 
the most profitable new approaches in 
treating the various psychotic entities. In 
general, this would be returning the pati- 
ent to his level of attained maturation, 
and then helping him grow through the 
missed step. Talking to him in terms of 
maturational growth beyond his attained 
ego dev clopment would be obv iously 
contraindicated. It suggests regression 
therapy for the psy chopath, followed by 
making him aware of, and to value him- 
self phy sically as a person. In the Schizo- 
phrenic return to the level of physical 
awareness, followed by gradual socializa- 
tion and contact with others. In the 
Manic-Depressive a respite from the 
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marital state, with return to Competitive 
Psychological Ego level, and the gradual 
establishment of philosophical values, and 
finally, it would appear that the paranoid 
needs to be able to find a congenial mate. 

There is much more extrapolation pos- 
sible which is thought-stimulating, but 
space forbids broadening the field fur- 
ther. 


Résumé 


L’article présente un schéma du dé- 
veloppement du moi, 4 deux phases et six 
paliers. Dans la premiére phase (a trois 
paliers), l’attitude du sujet envers son 
milieu est de nature compétitive (c’est-a- 
dire qu'il essaie d’obtenir plus qu’ il ne 
donne, ce qui équivaut 4 un sentiment 
d’insécurité), et, dans la deuxiéme phase 
(qui a aussi trois paliers), cette attitude 
en est une de collaboration (il veut bien 
donner plus qu’il ne s’attend de recevoir, 
ce qui équivaut a un sentiment de 
sécurité). 

A chacun des six paliers, on constate 
un élargissement tant du milieu significatif 
que du concept que le sujet a de son 
propre moi; a partir de ce que l’on ap- 
pelle le moi ‘amorphe indifférent a a la nais- 
sance, les paliers de la premicre phase ont 
été désignés ainsi: 

(1) Moi compétitif physique-physio- 


logique 

(2) Moi compétitif psychologique- 
culturel 

(3) Moi compétitif philosophique- 


éthique, 

et, a la deuxiéme phase: 

(4) Moi coopératif conjugal 

(5) Moi coopératif culturel 

(6) Moi coopératif cosmique 

Etant donné que le concept que se fait 
le sujet de son propre 7701 et que la con- 
science qu'il a de son milieu significatif 
ont le temps comme facteur et que le 
temps est un continu, toute force qui fait 
escamoter un palier en tout ou en partie, 
conduira le sujet 4 adopter un comporte- 
ment adaptatif aberrant de nature psy- 
chotique lorsqu’il essaiera de combler la 
lacune de son développement. 
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En bref, escamoter le palier du moi Escamoter le palier du moi compétitif 
compétitif physique conduit au com-  philosophique conduit au comportement 
portement psychopathique. maniaco-depressif. 
Escamoter le palier du moi compeétitif Escamoter le palier du moi coopératif 
psychologique conduit au comportement conjugal conduit au comportement para- 
schizophrénique. noide. 
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Proceedings of the (1th pbunual Meeting 


CANADIAN PSYCHIATRIC ASSOCIATION 


The Annual Business Meeting was held in the 
Duluth Salon of the Queen Elizabeth Hotel, 
Montreal, on Sunday, June 4, 1961. Fifty-six 
members were present and the President, Dr. 
J. G. Dewan, called the meeting to order at 
11.00 a.m. 

Minutes of Last Meeting 

It was moved and seconded that the Minutes 

of the last meeting be adopted as read. Carried. 


Report of Board of Directors 

“I have the honour to present the annual report 
of the Board of Directors. As in past years 
only selected committee reports will be pre- 
sented at today’s meeting, but reference will be 
made to other activities of the Association in 
this report and the Board of Directors would 
welcome your comments and views on any 
matter of interest to CPA. The number of 
committees now functioning and the wide range 
of association activities make it increasingly 
difficult to present a brief report which will 
adequately portray the efforts made by the 
Board to advance the cause of psychiatry and 
to promote the interest of our members. It is 
hoped, however, that you will gain some under- 
standing from the following items and the 
Board would invite any interested member to 
discuss any or all matters with any of the officers 
or members of the Board and would assure you 
that all points of view always receive very care- 
ful consideration. 

Since the last annual meeting, the Board has 
held three meetings. These have been well 
attended and many of us feel there is an increas- 
ing interest in the activities of the Association. 

While it may be repetitious to re-state some 
of our aims, I feel it is worthwhile to again 
stress the fact that the Board of Directors is 
concerned at all times with all of those things 
which affect the standard of care given to our 
patients, with our relationships with other 
groups of the medical and other professions, 
and with all those things which affect the rights, 
privileges and responsibilities of the individual 
members of CPA. The Board can only do this 
effectively with the support and participation 
of each and every psychiatrist in this country. 

The first meeting of the Board was held in 
Banff on June 18, 1960 with eleven of the officers 
and directors present, as well as several commit- 
tee chairmen as guests. The second meeting was 
held in Toronto on March 9, 1961, and was 
attended by some fifteen officers and directors 
with five committee chairmen present as guests. 
At this meeting all of the provinces were re- 
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presented by their respective directors and this 
was one of the very few occasions when this 
has occurred. This was made possible by the 
introduction of a policy whereby the expenses 
of members of the Board are paid by the Asso- 
ciation. It is felt that participation by the duly 
nominated representative from each province 
is necessary for the adequate function of the 
Association, and the active participation at the 
meeting on March 9th would clearly support 
this statement. 

The third meeting of the Board was held in 
Montreal on June 3, 1961 with fifteen officers 
and directors in attendance as well as ten com- 
mittee chairmen as guests. 

The past year has been characterized by a 
very marked expansion of activities and a con- 
solidation of the affairs of the Association. Such 
important changes have naturally created cer- 
tain problems but these are being resolved 
through the co-operation of officers, committee 
chairmen and others involved. 

While there has been some criticism of the 
change in dues, which was effected at the last 
annual meeting, the Board feels that events 
during the past year have fully justified the 
action taken at that meeting and that the 
Association will be further strengthened by the 
new activities which the increased dues permit. 
The changes in fees approved with the intent 
of establishing a number of specific programs 
and these will now be reported on. 

The first need was to find a national office. 
Through the efforts of the House Committee, 
chaired by Dr. Angela Hefferman, a very satis- 
factory office was obtained in a modern build- 
ing in the heart of Ottawa. A number of our 
members have already visited the office and 
the Board would like all members to do so 
whenever an opportunity arises. The office ad- 
dress will be clearly indicated on our new 
letterhead, but for those who are not yet 
familiar with it, the address is Suite 103, 225 
Lisgar Street—only a few minutes walk from 
the major Ottawa hotels and downtown business 
offices. 

Once the office was located the Journal staff 
was transferred to the new location and a start 
was made on consolidating association activities. 
It became apparent during the past few years 
that a permanent full-time secretary was re- 
quired to conduct the essential affairs of the 
Association. We were very fortunate, early in 
1961, to find that Miss Isabel Dickson was will- 
ing to undertake this responsibility. Miss Dick- 
son is already well-known to many of our 
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members and is eminently qualified for this 
position through her past experiences both in 
the Department of National Health and Wel- 
fare and in her previous positions, all of which 
have been in the medical field. She undertook 
her duties with CPA on May 15th and during 
the course of the next year we are satisfied 
that the service to our members—particularly 
in connection with committees and communi- 
cations—will materially improve the activities 
of CPA. 


We were very fortunate also to make arrange- 
ments whereby Dr. Blair could sublet an office 
from the Association. This enables him to keep 
in constant and close touch with the activities 
of our national office and means that profes- 
sional assistance will be readily available to our 
staff in connection with the affairs of the Asso- 
ciation. 


The second need was provision for the Presi- 
dent to visit the affiliated societies across the 
country in order to interpret the aims and 
aspirations of the national Association and to 
learn at first hand those of the local groups. 
During the year, Dr. Dewan travelled from 
coast to coast visiting each of the affiliated 
groups. 

Provision was also made in the budget for this 
year to develop a monthly Newsletter, several 
issues of which have now been mailed to our 
members. These early issues have been pro- 
duced under considerable difficulty, but it is 
anticipated that future issues will be produced 
in our national office and distributed more 
effectively commencing with the Fall issues. The 
Board hopes that CPA members will read the 
Newsletter in order to keep in touch with the 
affairs of the Association, and that they will 
use it as a means of disseminating brief announce- 
ments and communications regarding matters 
that lend themselves to this type of circulation. 


The other major item for which provision 
was made in the increased dues was an increase 
in the frequency and size of the Journal. This 
is now going forward and will be covered in 
more detail in the report of the Editor. 


The Treasurer will be submitting a report 
covering the financial operation of CPA for the 
year 1960. The Board of Directors, being very 
conscious of the increased expenditures and the 
need for economy, has kept our finances under 
constant review and it now appears that expen- 
ditures and income will closely approximate the 
budget prepared a year ago. The Board empha- 
sizes, however, the need for continued efforts 
to recruit additional members as the increased 
revenue will be necessary to permit the adequate 
operation of the Association. It becomes in- 
creasingly necessary, also, for members of the 
Board and others to constantly interpret to our 
members the activities of CPA, and the im- 
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portance of our efforts in respect to the devel- 
opment of the Association. 

All of our various committees have been 
active during the year and a number of them 
have been able to report substantial progress. 

The Committee on Psychiatric Education, 
chaired by Dr. Robert O. Jones, has had con- 
tinuing discussions with the Royal College of 
Physicians and Surgeons regarding the specialty 
examinations in Psychiatry, The new statement 
of the College in this regard is published in the 
current issue of our Journal which is now in 
the mail. The activities of this Committee are 
of the greatest importance to all of us as we 
must be sure that the requirements for training 
and the arrangements made by the Royal Col- 
lege in respect to Fellowship and certification 
meet the needs of psychiatry in all respects. 
It is extremely difficult to reconcile the varying 
needs of a specialty when members are so diver- 
sely engaged in administrative, university, sal- 
aried clinical services, private practice and re- 
search, but, if we are to make real progress in 
our relationships with the professional groups 
such as Royal College, C.M.A. and others, we 
must find ways to reconcile our varying needs 
and views so that the interests of the whole 
profession rather than particular groups will be 
met. The Committee on Psychiatric Education 
has been able to make a good deal of progress 
in this direction and it is to be hoped that they 
will continue to receive the views of all con- 
cerned and that we will continue to resolve our 
difficulties within our own ranks. 

The Constitution Committee, chaired by Dr. 
Stokes, has also been active during the year and 
because of our great need to provide a consti- 
tutional structure, which will permit adequate 
future growth of CPA, the Board of Directors 
requested Dr. Stokes to visit all of the pro- 
vinces with our President, Dr. Dewan. While 
specific recommendations have not yet been 
made, Dr. Stokes and his committee are gather- 
ing information on which it is hoped they will 
be able to base recommendations regarding our 
Constitution which will permit the develop- 
ment of a strong national association properly 
related to the provincial groups, and which 
will allow for the achievement of the aims and 
aspirations of our members. 

Dr. Stokes has also been chairman of a liaison 
committee with APA. It is felt that a consider- 
able measure of progress has been made in the 
clarification of the respective roles of our two 
associations. As a result of the efforts made by 
Dr. Stokes, the APA has now agreed to recog- 
nize that the Canadian Psychiatric Association 
has a primary responsibility respecting socio- 
political activities in Canada and has agreed not 
to become involved in these areas without prior 
consultation with CPA, and that in any future 
undertakings of this nature there will be the 
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fullest co-operation. Dr. Stokes is continuing 
his liaison role with APA and it is anticipated 
that further recommendations in this area will 
be forthcoming. 

We have also maintained liaison relationships 
with C.M.A., C.M.H.A. and with the Subcom- 
mittee on Statistics of the Advisory Committee 
on Mental Health of the Dept. of National 
Health and Welfare. It would be almost im- 
possible in the brief time available to list all of 
the activities covered by these liaison arrange- 
ments. As examples of the matters which have 
been discussed, we would mention that of rank 
and remuneration of psychiatrists in the Armed 
Forces, the Licensing of foreign graduates, the 
inclusion of an examination in psychiatry in the 
L.M.C.C. examinations, the development of 
material in respect of the forthcoming WHO 
Conference on Statistics, as well as many 
others. The Association owes a debt of grati- 
tude to Dr. McKerracher who has liaised with 
CMA and CMHA on our behalf during the 
past year and you may be sure that he has given 
many hours to these particular activities. Dr. 
Goddard who has been the CPA liaison mem- 
ber on the Subcommittee on Sratistics has also 
been working quietly behind the scenes and it 
is now apparent that there may well be a 
reconciliation of the divergent views of APA, 
Canada and WHO regarding the statistical 
classification of psychiatric disorders. 

The Committee on Economics, chaired by 
Dr. Tavener, has been actively concerned with 
the economic arrangements made for members 
of our specialty. While it is difficult to assess 
the effect of any particular activity, such as 
that of CPA and its Economics Committee on 
matters of remuneration, it is apparent to all 
that salaries of psychiatrists and fee schedules 
for psychiatrists have continued to improve 
during recent years. With continued effort in 
this direction, particularly in co-operation with 
CMA at the national level and with provincial 
medical associations at the local level, we have 
every reason to believe that we can, in due 
course, make arrangements for psychiatrists 
which will be as favourable as those for other 
groups. 

A year ago considerable concern was ex- 
pressed regarding ethics, public relations and 
information as they affect our specialty. As a 
result of those discussions an ad hoc committee 
was established to consider how best CPA might 
concern itself with these matters. The ad hoc 
committee, chaired by Dr. A. Miller, was ap- 
pointed and the Board of Directors yesterday 
considered its report. As a result of these con- 
siderations it was agreed that these matters are 
indeed of considerable importance to psychiatry 
and it was recommended that a standing com- 
mittee be established to concern itself with these 
subjects. It was agreed also that such matters 
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are primarily of provincial concern and pro- 
vincial associations are urged, in co-operation 
with other local medical groups, to take an 
active interest in them in order to clearly 
establish with the public and with other profes- 
sional groups the proper role of psychiatry and 
psychiatrists. 

The Committee on Research, chaired by Dr. 
Sloane, has continued to concern itself with the 
availability of funds and the arrangements for 
financing research in the field of psychiatry. It 
is felt generally that existing arrangements are 
too inflexible and that insufficient funds are 
available to meet the need for research in this 
field. For example, it has been shown that the 
ratio of research to service in connection with 
physical illness in Canada is approximately 
1:100, whereas in psychiatric illness the ratio is 
about 1:400. The Board of Directors has auth- 
orized Dr. Sloane to establish communication 
with the various agencies granting funds for 
research in psychiatry in order to state CPA 
views on the existing situation and to enlist 
their support in bringing about necessary im- 
provement. 

Dr. McNeel’s Committee on Standards and 
Accreditation has continued to work with the 
Canadian Council of Accreditation and, while 
progress has been slow in the development of 
this program, it is felt that real progress has 
been made. It is hoped that the standards may 
be completed during the present year and that 
some trial inspections may be carried out. The 
major problem still to be faced is the matter 
of financing an accreditation program for men- 
tal hospitals and this matter continues to receive 
consideration by Dr. McNeel’s Committee and 
by the Board of Directors. 

Our two clinical committees concerned with 
child psychiatry and mental retardation, have 
both functioned during the year. Both of them 
are holding meetings today. It is hoped these 
committees will provide a forum for our mem- 
bers who are interested in these particular areas 
of psychiatry and that the Association as a 
whole will be able to lend its support to the 
adequate development of services in these fields 
and to assist in providing an opportunity for 
professional development for those who have 
selected these particular areas of endeavour. 

The Board of Directors has kept the matter 
of the mail ballot and the method of nomina- 
tions under study through the year. It is real- 
ized by the Board that the selection of a Presi- 
dent is an extremely important matter and the 
Board is also aware of and concerned with the 
need for a truly adequate and democratic pro- 
cess. During the recent years, efforts have been 
made to meet these primary needs in connection 
with the election of the President. It should be 
clearly recognized that the Nominating Com- 
mittee is elected by this Annual Business Meet- 
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ing and is primarily responsible to the Annual 
Meeting and not to the Board of Directors. 
However, the Board has decided to suggest to 
next year’s Nominating Committee that the 
Committee should make one official nomination 
for president and this should be made on a 
regional basis. In addition, the Board is recom- 
mending that the Committee be prepared to 
receive other nominations from groups of mem- 
bers or from provincial associations which will 
be listed on the ballot indicating the method 
by which they have been nominated. 

The Committee on Rehabilitation, chaired by 
Dr. George Sisler, has been primarily concerned 
with the existing shortage of occupational 
therapists and with a consideration of service 
and educational requirements for such workers. 
It is anticipated that this Committee will give 
serious consideration to the section of the Re- 
port of the CMHA Committee on Mental 
Health Services for Canada which deals with 
this subject, and that thereafter liaison will be 
established with the Canadian Association of 
Occupational Therapists, C.M.A. and others in 
an effort to alleviate this serious shortage which 
is presently impeding the development of ade- 
quate psychiatric services. 

A year ago approval in principle was given 
towards sponsoring a Second Canadian Mental 
Hospital Institute and a Committee, chaired by 
Dr. V. E. Chase, was established in Ottawa 
to plan for this event. As a result of our con- 
siderations it was felt that it would be appro- 
priate to centre this Institute on the report of 
the CMHA Committee on Mental Health Ser- 
vices for Canada. The Board has approved the 
holding of this Institute in Ottawa in January 
1962 to be called the Second Canadian Institute 
on Mental Health Services. 

The Board of Directors has followed with 
interest the proposed Royal Commission on 
Health Needs and Resources. Liaison has been 
established with C.M.A. and the provincial 
affiliates of CPA have been asked and are in 
the process of forming local committees to 
concern themselves with this matter. The CPA 
will concern itself with making recommenda- 
tions of national interest and importance and 
will, in addition, lend its support to the recom- 
mendations of local importance made by the 
various local groups. It is recognized that these 
are matters primarily of interest to the pro- 
vinces, but it is felt that there are a great many 
areas where it is desirable and necessary to have 
national policies and it is here that C.P.A. will 
be primarily concerned. 

In conclusion I would like to express my 
personal thanks for the co-operation I have 
received from the membership at large, from 
committee chairmen, officers and members of 
the Board of Directors during the past year. 
I urge all of you to support the activities of our 


Association in order that we may continue to 
develop during the next few years as we have 
in the past ten. On June 21st, next, C.P.A. will 
be ten years old and a review of our activities 
during the past few years would clearly indicate 
the foresight of those who founded the Asso- 
ciation in 1951. An awareness of the many 
developments taking place in psychiatry and of 
the social changes in Canada as a whole clearly 
emphasize the need for us to maintain a strong 
professional organization. 

If we are to reach our objectives and attain 
for ourselves satisfactory professional status, it 
is incumbent upon us to participate freely and 
frankly in discussions of the problems with 
which we are faced and to submerge our indi- 
vidual needs in the interests of the whole. 

All of which is respectfully submitted.” 

Dr. Roberts presented the report and moved 
its adoption. Seconded by Dr. McNair. Carried. 


* * 


Treasurer’s Report 
Dr. Hamilton presented the report and moved 
its adoption. Seconded by Dr. Mary Jackson. 
Carried. 
Moved by Dr. Dunsworth that for future 
meetings a financial statement should be circu- 
lated. Duly Seconded and Carried. 


Report of the Journal Management 
Committee 

1. The Journal was published quarterly during 
1960 in the same format as previously. 

2. During the year the Editorial Board met at 
Banff and made recommendations to be in- 
troduced in 1961, including a change to 
double column printing; a standard make-up, 
with departments, e.g. Editorial, Book Re- 
views, Correspondence, in regular sequence 
and a reduction in length of papers. 

3. The Board of Directors also recommended 
publication six times a year commencing in 
1961. This decision required considerable 
exploration by the staff to ensure continuity 
of advertising and capacity of printing firm, 
etc. 

4. With the change in fee structure of the 
Association the subscription rate for non- 
members was raised to $10.00 per annum. 

5. The last three recommendations were acted 
upon, commencing January 1961. The in- 
creased frequency of publication has neces- 
sitated the employment (part time) of a 
professionally-trained translator. 

6. Steps were taken during the year for publica- 
tion of a special issue devoted to Child Psy- 
chiatry, which was planned for the May- 
June 1961 issue. The Special Committee 
under the Chairmanship of Dr. Taylor Stat- 
ten is proceeding with the editing of this 
issue. 


= 


366 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 6, No. 6 


STATEMENT OF OPERATION 1960 
Bank Reconciliation: 


Bank Balance as per Bank Statement Dec. 31, 1960................2.00000005 $ 6,103.12 
Statement of Receipts and Disbursements: 
10,722.05 
4,618.93 
Surplus Revenue over Expenditures................. $ 2,082.82 


STATEMENT OF REVENUE AND EXPENDITURE 1960 


Revenue: 
$ 6,701.75 
Expenditure: 
4,618.93 


Certificate: 


I have audited the books and accounts of the Canadian Psychiatric Association for the year 
ended December 31, 1960, and certify that the balance sheet is, in my opinion, drawn up so as to 
show a true and correct view of the affairs of the Association as at December 31st, 1960, according 
to the best of my knowledge, information submitted to me and as shown by its books of account. 


Signed. 
T. E. Dancey, M.D. Albert Guenette, 
Auditor, Treasury Representative, 
Canadian Psychiatric Association Ste. Anne’s Hospital, 


Ste. Anne de Bellevue, P.Q. (Canada) 


7. In March of this year the Editorial Office during the period of the change in the pub- 
was moved into the new National Office of lication frequency and during the move of 
the Association at 225 Lisgar Street, Ottawa. the Editorial Office. 


As anticipated in the report accepted last year 
there was a slight debit balance on the year’s 
operation. Part of this is attributable to some 
increase in printing and mailing related to the 
introduction of six issues per year which com- 
9. The assistance of the entire Editorial staff menced in January 1961 (new Advertising Con- 

is appreciated and an especial word of grati- tracts, non-member Subscription Order cards 
tude to Mrs. V. E. Appleton and Mrs. and cards announcing the increase of non- 
R. A. S. McNeill (who was employed part- member subscription fee to $10 instead of $4). 
time for three months) for their devotion For 1962 the anticipated budget is as follows: 


8. The change in the Editorial staff during the 
year included the appointment of Dr. J. B. 
Boulanger as Associate Editor and of Dr. Y. 
Rouleau as a member of the Editorial Board. 
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JOURNAL BUDGET — 1962 


Expected Revenue: 


C.P.A. Membership grant @ $10 per $ 6,330.00 
2,300.00 


Commercial Advertising Revenue.................2.000ceeeeeeee $ 7,200.00 

5,986.00 
Classified Advertising — based on two pages per issue...................0005 900. 
Sale of reprints — based on Jan. 1961 780 .00 


Expected Expenditure 


Office operation, audit, postage, telephone, telegrams and Bank charges, stationery 700 .00 
of Journ’ Saeed om Jam. 9,500.00 
TOTAL $14,530.00 

Estimated excess of revenue over , 766.00 


This is tentative, pending some rearrangement 
of the book-keeping aspects of the Journal 
operation which we expect will be transferred 
to the Secretary of the C.P.A. by 1962. 

The change in the fee structure of the Asso- 
ciation necessitated the subscription rate for 
non-members being raised from $4 to $10 in 
1961. We now have approximately 250 non- 
member subscribers. 


Dr. Chalke presented the report and moved 
its adoption. Seconded by Dr. McNair. Carried. 


Report of Membership Committee 
Four hundred and forty-three letters to pros- 
pective members have been sent out from this 
office in the course of the year. We have draft- 
ed a new letter, one for each Province, which 
includes the signature of the Canadian Psy- 


MEMBERSHIP, JUNE 1, 1961 


| | | 
| Total 
1960 | 1961 | Members | Associate Life Inactive | Honorary 
| 
| | | | | | 
| | 
Newfoundland | 15 | 12 8 | a | - - | - 
Prince Edward Island 3 2 2 - - | - - 
Nova Scotia 20 27 22 5 - | ~ - 
New Brunswick 16 13 12 - 
Quebec 134 | 140 125 } 14 1 | - - 
Ontario 249 | 243 | 204 27 5 5 2 
Manitoba mi 25 1 | 1 - - 
Saskatchewan 42 40 | 33 7 - | - 
Alberta | 32 | 31 | 1 . 
British Columbia | 43 50 41 | 7 ~ | | 2 
574 | 586 | | 66 | 8 | 5 4 
Other 37 | 40 | 30 | 1 1 
611 | 626 | 533 | 7 | 8 | 6 | S 
Deceased 
C. F. Norris Deaths 6 
R. I. Wolfe Resigned 43 
H. A. Hershorn Members 29 
W. A. Gauld Associates 29 
A. J. Murchison Life 1 
L. E. Sauriol Inactive 5 
113- 


TOTAL $16,296.00 
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chiatric Association’s Provincial Director for 
each Province, as well as my own. These have 
been sent out to medical personnel in the field 
of mental health in Canada. 

There has been a total of 57 applications 
approved. One application was turned down 
due to the fact that the doctor was not eligible 
for membership. Other correspondence totalled 
22 items. 

I wish to express my thanks to yourself and 
to the members of my committee, Dr. Alastair 
MacLeod and Dr. Yves Rouleau for assistance 
given. 


The report was presented by Dr. McNair 
who moved its adoption. Seconded by Dr. 
Zeldowicz. Carried. 

Dr. Roberts reported that the last annual 
meeting had approved the establishment of a 
new class of membership to be known as “Cor- 
responding Member”. This class would apply 
to psychiatrists who are not resident or prac- 
tising psychiatry in Canada, but who would 
like to be members of the Canadian Psychatric 
Association. The Board of Directors recom- 
mended that the annual fee for this class of 
membership be fifteen dollars. Dr. Roberts 
moved the adoption of this recommendation. 
Seconded by Dr. Beck. Carried. 

Dr. Roberts informed the meeting that the 
Constitution provided for 10 honorary mem- 
bers and at present there were five. The Or- 
ganizing Committee for the World Congress 
of Psychiatry had asked if CPA would consider 
bestowing Honorary Membership on several 
distinguished psychiatrists during the Congress. 
The Board of Directors recommended that this 
honour be conferred upon Dr. Robert Felix, 
US.A.; Dr. William Sargant, England; and Dr. 
J. J. Lopez-Ibor, Professor of Psychiatry at the 
University of Madrid and one of the world’s 
outstanding psychiatrists. Dr. Roberts moved 
the adoption of this recommendation. Seconded 
by Dr. Silverman. Carried. 


1962 Meeting of the Canadian Psychiatric 
Association 

Dr. Roberts reported that the Board of Direc- 
tors recommended the next Annual Meeting be 
held in Winnipeg in June 1962 in conjunction 
with the C.M.A. He moved adoption of this 
recommendation. Seconded by Dr. Lawson. 
Carried. 


Report of Nominating Committee 
On behalf of the Chairman of the Nominating 
Committee, Dr. Roberts presented the nomina- 
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tions and moved adoption of the report. Motion 
seconded by Dr. Jackson. Carried. 


Report of Scrutineers 
On behalf of the Scrutineers, Dr. Roberts 
announced the following elections by mail 
ballot: 
President-elect —F. A. Dunsworth 
Director (P.E.1.) — J. C. Theriault 


President’s Remarks 


Dr. Dewan addressed the meeting briefly and 
spoke of his trip across the country with Dr. 
Stokes. From their visits to the various provin- 
cial psychiatric associations it became obvious 
that the real strength of CPA emanated from 
the provincial groups. Dr. Dewan said he felt 
one of the most important things accruing from 
the increased membership fee was the strength- 
ening of the Board of Directors—it is now 
possible for the duly elected provincial direc- 
tors to attend meetings of the Board and speak 
for their own groups. The President said his 
personal feeling was that there would be wis- 
dom in electing Board members for more than 
one year as it was only towards the end of a 
year of service on the Board that one gets the 
feeling of the work involved. On their trans- 
Canada visits he and Dr. Stokes had been sur- 
prised to find that each of the provincial organ- 
izations was anxious to enter more fully into 
the national organization and no questions were 
raised regarding the increase in fees. 

Dr. Dewan concluded his remarks with an 
expression of thanks to members of the Board, 
committee chairmen, provincial associations 
which had extended such warm hospitality 
during his visits, and especially to Dr. Roberts 
who was the life blood of CPA. 

Dr. Dewan then introduced Dr. Jean Saucier 
and expressed his gratification in having as the 
new President of CPA such a distinguished 
French Canadian colleague. 

On taking the Chair, Dr. Saucier said he 
accepted the office of President with much 
pleasure and felt sure his work would be greatly 
facilitated by the help of the dynamic Secretary. 

On behalf of the Association, Dr. Mary Jack- 
son moved a vote of thanks to the immediate 
past-president for the way in which he had 
given leadership to CPA and the dignity with 
which he had carried out his office; to the 
Board of Directors for their assistance in carry- 
ing out the Association’s business and to the 
Chairmen of committees who worked quietly 
and intelligently in assisting the President and 
Officers. Motion was duly seconded and Carried 
unanimously. 

The meeting adjourned at 12.30 p.m. 
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Book Keuiews 


Trauma in the Aged. E. M. Bick, Editor. 
The Blackiston Division, McGraw-Hill 
Corp. New York, 1960. 524 pp. $16. 
This book deals with the various aspects 

of trauma as it affects people of 60 years 

and over. It is written by authors who are 
considered authorities in their respective 
fields: surgery and its subspecialties, 
anaesthesia and rehabilitation. The gen- 

eral problem is clearly outlined by R. H. 

Kennedy in the introduction. He points 

out that although the accident rate of old 

people is lower than that of younger age 
groups their death rate from accidents is 
significantly higher. The content is 
divided into five parts. The first, Patho- 
logic Physiology, deals with the general 
problems, traumatic shock, pre- and post- 
operative care, anaesthesia, wound heal- 
ing and treatment of burns. The follow- 
ing parts II-IV are concerned with special 
areas: musculo-skeletal, visceral, cranio- 
cerebral injuries, the crush syndrome etc. 

The fifth part gives an outline of post- 

traumatic rehabilitation. 

The writing is clear. Symptomatology, 
diagnosis and treatment of the various 
forms of injuries are described in detail 
taking into account the theoretical aspects 
as well as the practical needs of the situ- 
ation. Illustrations and print are excellent. 
The book fills a need in the geriatric 
literature and should be read by every- 
one called upon to treat injuries in the 
aged. 

V. A. Kral, M.D., Montreal. 


The Prediction of Overt Behavior 
through the use of Projective Tech- 
niques.-A. C. Carr, B. R. Forer, W. E. 
Henry, Evelyn Hooker, M. L. Hutt 
and Z. A. Piotrowski. Publisher, 
Charles C. Thomas, Springfield, IIli- 
nois, and the Ryerson Press, Toronto, 
1960. pp. 177. $7.50. 

In September 1959, at the annual con- 
vention of the American Psychological 


Association held in Cincinnati, Ohio, Dr. 
Arthur C. Carr organized a symposium 
on “the prediction of overt behavior 
through the use of projective techniques”. 
This book is a verbatim transcript of this 


symposium. 

In organizing the symposium, Dr. Carr 
selected a proponent of each of the major 
current projective tests to make a con- 
tribution. Thus Dr. Bertram R. Forer 
was asked to discuss the sentence com- 
pletion test, Dr. William E. Henry the 
Thematic Apperception test, Max L. 
Hutt, the Revised Bender-Gestalt test 
and Dr. Zygmunt A. Piotrowski, the 
Rorschach test. In order to focus the dis- 
cussion on a concrete problem, each ex- 
pert was asked to consider the test results 
of a pair of identical twins, “Tom” and 
“Dick”. The contributors were told that 
Dick was a practicing homosexual, while 
Tom was heterosexual. They were given 
the test protocols of each twin for all 
the tests being discussed, along with a 
case history. In addition, they were given 
the “retest” results on all the tests for 
the two twins, obtained two years later, 
after Tom had been having a psycho- 
analysis for two years. These case his- 
tories are discussed by Dr. Carr as his 
contribution to the symposium. The last 
contributor is Dr. Evelyn Hooker, who 
was asked to discuss the other contribu- 
tions. 


In his introduction to the symposium 
Dr. Carr challenged the proponents of 
the projective tests, by pointing out that 
the burden of proof of their usefulness 
rested with them. He referred to a study 
by Evelyn Hooker who found that ex- 
perts could not distinguish between the 
Rorschach protocols of matched homo- 
sexual and heterosexual groups. Unfor- 
tunately however, the test material which 
the experts were given largely diverted 
their discussion from the evidence for 
the predictive validity of their particular 
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projective tests, to a post-hoc discussion 
of how they would have interpreted the 
test data they had been given. Insofar as 
any theoretical points were raised at all, 
the projective test specialists all tended 
to agree that, the less “structured” the 
test material, the more the results were 
relevant to the general “unconscious” 
psychology of the patient, and the less 
they were relevant to a particular overt 
behavioural act in a specified situation. 
They tended to agree that more “struc- 
tured” and objective tests would be more 
likely to prove useful for specific pre- 
dictions. 

By far the most penetrating contribu- 
tion was that made by the discussant, Dr. 
Evelyn Hooker. As she rightly points 
out, it is insufficient merely to claim that 
projective tests measure non-specific un- 
conscious motivational processes. If their 
results are to be of any value at all, the 
proponents of the projective tests must 
specify how these non-specific uncon- 
scious processes are related to concrete 
behaviour. If no such relationship can be 
specified, the projective test results are 
useless for any practical purpose. Indeed 
her main criticism of the other contribu- 
tors, with which one is forced to agree, 
is that they failed to present any evidence 
that their particular technique had any 
practical value in predicting behaviour. 
She also points out that this situation is 
reflected in the research literature which 
suggests that ““..... the published evi- 
dence on projective techniques indicates 
that they have either zero, or at best, very 
low positive effective validity indices... 
which make predictions for the indivi- 
dual largely a waste of time”. 

R. W. Payne, Kingston. 


Individual and Group Behaviour in a 
Coal Mine Disaster. H. D. Beach and 
R. A. Lucas. National Academy of 
Sciences, National Research Council. 
Publication 834, Washington, D.C. 
$3.00. 140 pp. 

This monograph, also designated as 

“Disaster Study No. 13”, was compiled 
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from all the data obtained from a care- 
fully planned and well executed inquiry 
into a Canadian coal mine disaster. The 
pseudonym of Minetown very thinly dis- 
guises the site of the disaster where 75 
miners were killed and 19 were rescued 
after several days of entrapment under- 
ground in October 1958. 

The research team consisted of repre- 
sentatives from the fields of psychiatry, 
psychology and sociology. The psychi- 
atrist interviewed miners, both those who 
had been trapped and others: the psy- 
chologist administered tests to the miners 
who had been trapped and to 12 others 
while the sociologist interviewed the 
professional and personal service person- 
nel of the town and a number of wives. 
Most of the data were quantified, and 
where possible, analyzed by standard 
statistical procedures. Special attempts 
were made to obtain data which would 
throw some light on the matter of leader- 
ship qualities and morale factors. 

This study is rather unique in one 
respect. The very existence of the town 
was dependent upon the one industry of 
coal mining and because of this fact and 
since previous disasters had occasionally 
made their appearance, definite plans had 
been developed for implementation at a 
moment’s notice in the event of any new 
threat of disaster. For example, a disaster 
fund had been established; then too, an 
earlier study had been made concerning 
a disaster which occurred in 1956 and 
was reported by a psychiatric team 
(Dunsworth, 1958; Weil & Dunsworth, 
1958). Although much assistance was 
supplied from outside the community, 
the resources of the town itself were in 
actuality by no means inadequate. 

The community, because of the com- 
mon interest of the townspeople was a 
closely knit unit and the tm family 
phenomenon was more striking than has 
been true in other communities where 
disaster has struck. 

Much attention was devoted by the 
research team to the question of the 
emergent leader. It was quite apparent 
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that the individual who initially became 
the leader, and was designated the escape 
leader (otherwise known as task-oriented 
leader) was soon replaced by another 
man termed the survival leader (the 
emotion-oriented leader) and that in no 
instance could a single person fill both 
roles. 

The significance of rumor and the re- 
lative values of various communication 
media were observed and assessed. 

The fairly full case histories of selected 
miners who were rescued after long 
periods of entrapment are indeed inter- 
esting. For example, one man was in 
virutal isolation for over 8 days and fol- 
lowing his rescue remained dazed and 
withdrawn for nearly 2 weeks. An E.E.G. 
demonstrated the presence of an epilep- 
togenic lesion and it was thought that he 
may have undergone seizures since he 
was exposed to a considerable amount of 
carbon dioxide. When he did recover he 
had an almost complete amnesia for his 
experience. 

It may be of interest to note that the 
local Mental Health Association adver- 
tised the fact that psychiatric services 
were available to the town residents and 
that during a nine day period 121 indi- 


viduals, mostly relatives of victims, were 
seen and treated. Grief reactions, tension 
states and anxiety reactions were the 
common diagnoses. 


As a result of the Minetown experience 
a Provincial Disaster Committee was 
established for the purpose of providing 
guidance and assistance in future disaster 
situations. The recommendations con- 
tained in this monograph were for the 
most part accepted by this Committee. 


It is strongly recommended that this 
book be made available to all individuals 
who are concerned with developing plans 
for Civil Defence; one can go further and 
recommend it as a stimulus for discussion 
in a rather broad way. For example mem- 
bers of the Clergy would find it of great 
value since they have been appointed as 
the persons who are responsible for in- 
forming relatives that a death in a family 
has occurred in a disaster area. Finally, 
and most important, postgraduate 
students in the fields of psychiatry, psy- 
chology and sociology should be encour- 
aged to read this report and to use it as 
the basis for discussion concerning cata- 
strophic situations. 


T. E. Dancey, Montreal. 
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“ALSERIN” 0.25 mg. 


DOSAGE 
In general practice, dosage should not For the symptomatic treatment of 
exceed 0.25 mg. four times daily after : : 
meals and at bedtime for a few days. anxiety expressed as behaviour 
For continuing therapy, dose should not problems in children, sleeplessness, 
exceed 0.25 to 0.3 mg. daily. This . 
P paren feelings of inadequacy, paranoid 
ose shouid not exceed mg. jor a jew “4° 
days and the maintenance dose attitude, depression, irritability, 
should not exceed 2 mg. daily. psychosomatic disturbances, 
nate of Hb athe attacks of weeping and feelings of 


Alserin is tolerated in large doses by 
experimental animals, marked sedation 
being the most prominent effect. Clinically, 
in rare instances, full therapeuiic doses 
may cause mental depression. Disturbing 
dreams and nightmares occur not QUALITY PHARMACEUTICALS 
infrequently. Gastric acid secretion is 


sometimes increased. If administered Charles E. Frosst & Co. 


to patients with gastric ulcer, Alserin MONTREAL CANADA 
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THE REMARKABLE VERSATILITY OF STELAZINE* 
RECOMMENDS ITS USE IN PSYCHIATRIC OUTPATIENTS 
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Effective in a wide dosage range 


It is not surprising that ‘Stelazine’ should be of particular value 
to psychiatric outpatient services where a wide range in type 
and severity of symptoms is apt to be encountered. It has been 
used effectively in severe mental illnesses at dosage levels ranging 
from 10 to 40 mg. daily. It has proven equally valuable in mild 
emotional disorders at dosages of only 2 to 4 mg. per day. Thus, 
‘Stelazine’ is capable of producing beneficial results in outpa- 
tients with relatively mild anxiety states or neuroses; in out- 
patients with prepsychotic symptoms; in outpatients who have 
been discharged or who are on convalescent leave. 


Effective in both agitated and withdrawn patients 


‘Stelazine’ is able to calm hyperactive outpatients without making 
them drowsy. By the same token, ‘Stelazine’ seems to exert an 
activating effect in outpatients exhibiting such defense mecha- 
nisms as apathy, listlessness and loss of drive. Based on his 
experience with other psychopharmaceutical agents, Winkelman! 
feels that the therapeutic effect of ‘Stelazine’ “approaches the 
classic definition of ataraxia, that is, a state of calmness without 
sedation and untroubled by excitation in either internal or 
external environment.” 


Available in a variety of forms and strengths 


‘Stelazine’ Tablets: 1 mg., 2 mg., 5 mg. and 10 mg. strengths. 
‘Stelazine’ Ampul Solution: 1 cc. ampuls, containing 1 mg. per 
cc. ‘Stelazine’ Sterile Solution: 10 cc. multiple-dose vials, con- 
taining 2 mg. per cc. “Stelazine’ Suppositories: 4 mg. strength. 
‘Stelazine’ Concentrate (for hospital use only): 2 fl. oz. (57 cc.) 
bottles, containing 10 mg. per cc. 


SMITH KLINE & FRENCH ¢ MONTREAL 9 
leaders in psychopharmaceutical research 


1. Winkelman, N.W., Jr.: Some Thoughts Concerning Trifluoperazine 
and Its Place in Ataractic Therapy, in Trifluoperazine: Further Clinical 
and Laboratory Studies, Philadelphia, Lea & Febiger, 1959, pp. 21-27. 
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anxiety and tension need not hinder therapy 


EQUANIL subtly encourages acceptance of therapy in many patients suffer- 
ing mild and moderate neuroses. By relaxing mind and muscle — without 
impairing mental and physical acuity — it helps you help patients toward new 
insights. Very often, EQUANIL permits patients to return to normal day-to- 
day activities while undergoing therapy. 


EQUANIL is predictable in its ac- 
tions. The efficacy of EQUANIL is * 
thoroughly documented in hundreds of 
published clinical studies. Side reactions 
are rarely encountered. 


For further information on pre- 
scribing and administering EQUANIL 
see descriptive literature, available 
on request. 


Meprobomate, 
SUPPLIED: Wyeth 
Equanil 400 mg., scored white tablets, bottles of 50 
and 500. Wyseals Equanil 400 mg., sealed yellow tab- 
lets; 200 mg., sealed pink tablets — bottles of 50 and 
500. Wyetl 
Available on prescription only 

MONCTON + MONTREAL VANCOUVER 


~ 
QO) 
4 q 
| 
iv 


CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL 
Published Bi-Monthly 


STAFF 


Editor 
F.C. R. Cuarke, M.D., Ottawa 


Associate Editors 


J. B. Boutancer, M.D., Montréal Paut Curistie, M.D., Kingston 


Editorial Board 
E. Hosss, M.D., London H. Lenmann, M.D., Verdun 


D. Lewis, M.D., Toronto Y. Routeau, M.D., Québec 


Editorial Assistant, Mrs. V. E. AppLeton, Ottawa 


Subscription for members is included in the annual C.P.A. membership fee. 


Subscription rate $10.00 per annum for non members. 
Manuscripts, Subscriptions and Editorial and business correspondence should be 


addressed to: 


CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL 
Suite 103, 225 Lisgar Street, Ottawa 4, Canada 


Authorized as second class mail by the Post Office Dept., Ottawa, 
and for the payment of postage in cash. 


PRINTED AT THE RUNGE PRESS, OTTAWA AND MAILED AT MONTREAL, 


| 


vi 


GLUCAGON 


Glucagon is a crystalline extract from 
the pancreas. It produces an increase in 
blood glucose concentration by convert- 


ing hepatic glycogen to glucose. 


Recovery with glucagon is smoother 


when compared to the sudden awaken- 
ing with I.V. glucose. The patient usual- 
ly responds in ten to _ twenty-five 


minutes. 


Glucagon is remarkably free of side- 
effects. There are no known contraindi- 


cations to its use as a hyperglycemic 
agent. Glucagon may be administered 
by the intramuscular, subcutaneous, or 
intravenous route. 


Additional information is available on 


request. 


Eli Lilly and Company 
(Canada) Limited, Toronto 
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ibrium means: | 
means release and balance | 
wa _* rapidly restores emotional balance and 
suitable dosage is free of undesirable 
Capsules, 5 mg. (green/yellow), 100 and 500. 
Capsules, 10 mg. (green/black), 100 and 500.00 
Capsules, 25 mg. (green/white), 100 and 500. 


Upjohn announces 


onase 


for the management of depressive disorders 


Some Benefits 
Frequently Seen Here 


Optimal 
Effects 
Usually 
Here 


Upjohn 


THE UPJOHN COMPANY OF CANADA 
DON MILLS (TORONTO), ONTARIO 


a unique, nonhydrazine compound chemi- 
cally similar to tryptamine, tryptophan, and 
serotonin 


no jaundice or agranulocytosis reported in 
clinical investigation 


minimal effect on blood pressure—no syn- 
cope accompanying postural hypotension in 
over 4,000 patients 

side effects generally result from doses over 
60 mg. daily—none have been serious 
Supplied as 15 mg. coated tablets in bottles 
of 50. 


*TRACEMARK REGISTERED CE 1295/61 
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Symptoms of Depression: Anxiety, tension, 
fatigue, and somatic complaints—common symp- 
toms of an underlying depression— are frequently 
observed in everyday office patients. Therapy: A 
prescription for economical Nardil, unlike some 
tranquilizers which may deepen or mask depres- 
sion, will relieve the anxiety and tension symptoms 
by resolving the underlying depression in 4 out of 
5 patients. Starting Rx: Because Nardil’s maxi- 


A TRUE ANTIDEPRESSANT 
EFFECTIVE IN 
4 OUT OF 5 PATIENTS 


mum therapeutic benefits are usually attained with- 
in two to six weeks, a starting Rx for 50 tablets— 
about 22 weeks’ therapy— is recommended. 
Nardil’s Safety Record: The excellent safety 
record of Nardil has been established by extensive 
clinical use, as reported in over 100 scientific 
studies and confirmed by a minimal incidence of 
toxicity in more than several hundred thousand 
patients to date. 


Nardil 


brand of phenelzine dihydrogen sulfate 


moters of TEDRAL — GELUSIL — PROLOID — PERITRATE — MANDELAMINE 
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RESTORES SMOOTH, STRAIGHT- LINE FUNCTION 


ARTANE significantly improves function for the patient with 
Parkinson's Disease. It improves rigidity and akinesia, offsets 
mental depression and controls oculogyria. 

ARTANE has unusually low toxicity and is highly effective with 
all types of Parkinsonism and in controlling extra-pyramidal 
reactions to ataractic therapy. 

Tablets, 2 mg., and 5 mg., bottles of 100 and 1000. 


Lz> CYANAMID OF CANADA LIMITED, Montreal 


assisting 

the physician 

in the control 

of the 
problem child 


Mellaril, the safe, 
effective tranquillizing 
agent for agitation, 
excitation, hyperactivity, 
nervousness, tension, 
anxiety, temper tantrums, 
_ belligerence, 

sleep disorders, 
behaviour problems 
in school, at home, 
and at play. 


Average Dose: 20-40 mg. daily thioridazine 


Supply: tablets—10 mg. and 25 mg.; solution—1 oz. bottles with calibrated droppers 


For ease of administration, particularly in 
paediatrics—NEW MELLARIL SOLUTION. 
Eachml. of solution contains 30mg. MELLARIL. 


SANDOZ PHARMACEUTICALS SANDOZ DORVAL, P.Q. 
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Homewood Sa nilarium 


ESTABLISHED 1883 


A PRIVATE hospital for the diagnosis, care and treatment of all 
types of psychiatric disorders. An adequate staff of specialists study 
each patient carefully and fit the treatment to his individual needs. 
Excellent cuisine, comfortable accommodation and personal atten- 
tion of specially trained nursing staff contribute to the recovery of 
the patient. All types of modern therapy are available, including 
Psychotherapy, Insulin and Electro-shock, combined with excellent 
Occupational and Recreational facilities. The Sanitarium buildings, 
accommodating 225 patients, are situated in a very attractive setting 
within the confines of the City of Guelph. 

Homewood has been approved as a private hospital under the 
Ontario Hospital Insurance Plan. Benefits depend on type of illness 
and other factors. For full information write or telephone (TAylor 
4-1010). 


A. L. MacKINNON, M.B., Medical Supt. 


THE HOMEWOOD SANITARIUM OF GUELPH, ONTARIO, LIMITED 


XV 


F 


A fully accredited, 152 
a bed — modern psychiatric 
n advanced hospital with an integrated 
biological and dynamic 
psychi ATRIC psychotherapeutic program. 


S id 1 ds, 
Research and treatment with planned occupational 


and recreational t 


clinic in supurBan ior 


and enjoyment. 
montreal. Affiliated with the University 


of Montreal Department of 
Psychiatry, for under and 
post-graduate training of 
residents, psychologists, social 
workers and psychiatric nurses. 


A semi-relief of 
Our Lady of Serenity 
at the main entrance. 


Brochures and rates on request. 
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| . GOUIN BOULEVARD WEST, MONTREAL 9, CANADA 


BALDPATE, Ine. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality ; 
disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy. 
Milieu-therapy under direction of trained occupational and recreational therapists. 
Accredited by Joint Commission on Accreditation of Hospitals. 


Harry C. Sotomon, M.D. Patrick J. Quirke, M.D. 
Consulting Psychiatrist Medical Superintendent 
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4YDROCHLORIDE (Amitriptyline Hydrochloride) 


4 new and efficacious antidepressant, unusually effective 
n the management of depressed patients. 


t has an antianxiety component to its action which is particularly helpful 
n alleviating the anxiety that almost always accompanies depression. 


SUPPLIED: ELAVIL hydrochloride (amitriptyline hydrochloride) Tablets 
25 mg. and 10 mg. each in bottles of 100. 


Injection ELAVIL hydrochloride (amitriptyline hydrochloride) 10 mg. per cc. in 10-cc. vials. 


A PRODUCT OF MERCK SHARP & DOHME RESEARCH 


mG MERCK SHARP & DOHME OF CANADA LIMITED 
MONTREAL 30, QUE. 


*Trade Mark 
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Trilafon 


PERPHENAZINE 


...opens the door to cooperation . 
in the disturbed and psychotic patient. 


Trilafon—trade 
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INTRODUCING “... the most useful anesthetic agent for 
electroshock and Indoklon convulsive therapy." 


BRIETAL SODIUM 


(methohexital sodium, Lilly) 


Quick, Smooth Induction 


Brietal Sodium is the fastest-acting intravenous barbiturate available to date. 
Patients are at the working level of anesthesia within thirty to forty seconds. 


This rapid onset of action greatly reduces the incidence of laryngospasms and 
bronchospasms. Vomiting and the gagging reflex are practically eliminated. 


Safe, More Clearheaded Recovery 


Brietal Sodium is an ultrashort-acting intravenous barbiturate particularly useful 
in psychiatry. It is rapidly metabolized with a minimal accumulation in fatty 
tissues. 


Brietal Sodium contains no sulfur; there is no unpleasant taste or odor associated 
with its use. The usual “hang-over” effect is absent. 


Brietal Sodium is stable in distilled water without refrigeration up to six weeks. 
Complete product information is available on request. 


1Karliner, W., and Padula, L. J.: The Use of a New Ultra-Short-Acting Intravenous Lity 
Anesthetic in Shock Therapy, Am. J. Psychiat., 117:355, 1960. 


ELI LILLY AND COMPANY, (CANADA) LIMITED, TORONTO 
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Tarasan Roche 


An original development of ‘Roche’ research 


The first broad-spectrum 
psychotropic drug 


neuroleptic 
thymoleptic 
autonomic regulator 


Practically all psychoactive compounds now used 
for therapeutic purposes can be divided in two cate- 
gories according to their symptomatic effects: 

1) Those which, by reducing reactivity and psycho- 
motor activity, produce an over-all sedation. 

2) Those which, by increasing reactivity and affec- 
tive and motor tonus, produce an over-all stimulation. 
Experience has shown that drugs belonging to the 
first category are ineffective in basically depressive 
psychiatric and psychosomatic disorders which ex- 
hibit characteristic symptoms of psychomotor in- 
hibition. Conversely, compounds classified in the 
second group are absolutely contraindicated in 
patients presenting agitation or overexcitement, with 
the result that neither of these therapeutic ap- 
proaches can successfully control the numerous 
cases where hypo- and hyper-activity coexist or 
alternate. 


The originality of Tarasan lies in its twofold clinical 
action, its ability to work equally well as a neuro- 
leptic and as an antidepressive, which may consti 
tute the most valuable characteristic of this ne 
psychotropic drug. 


AA) Hoffmann-La Roche Limited, Montreal 


Supply: 

Tarasan 15, s.c. tablets, 15 mg. 
Tarasan 50, s.c. tablets, 50 mg. 
Vials, 10 cc., 50 mg./cc. 
Tarasan® 
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®Trade Mark Reg'd. 


Literature, available on request, should be consulted befor 
prescribing Tarasan. 
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controls the acute psychotic episode 


elicits -continuing 
co-operation 


promotes 
accessibility 


SPARINE banishes excitation without impairing 
alertness. It is an effective adjunct in the psy- 
chiatric procedures associated with a variety of 
mental and emotional states—to abolish agi- 
tation, to facilitate patient contact, to manage 
irrational resistant patients, to foster detach- 
ment from overwhelming stress. The prompt 
effects produced by parenteral SPARINE can 
be maintained by oral administration. 


INJECTION TABLETS SYRUP 


Sparine’ 


Promazine Hydrochloride HYDROCHLORIDE 
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SHORT... 
ACTING. 
SKELETAL... 
RELAXANT. 


Suceinyicholine Chioride 
pmments from the literature: 


*,.. method of choice.” 
Havens, L. L.: Dis. Nerv. 19:1 (Jan.) 
1958. 
recommend its use.” 
Impastato, D. J., and Gabriel, A. Re Am,-J. 
Paychiat. 114:698 (Feb.) 1958. 
be used routinely.”’ 
Saltzman, C. et al: Am J. of Psych. Vol, 144, 
No. 11, May 1958. 
effectively reduces laryngospasms.”’ 
3 G. J.: Dis. Nerv. Sys, 21:384 (October) 


Complete literature available upon uest. 
“‘Anectine’ brand Suaceinyicholine Chioride 
20 mg. in each cc., multj-dose vials 
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There’s hardly a reason 
not to prescribe Doriden’ 
for every patient who needs 


a good night’s sleep 


. . . because Doriden, unlike the 
barbiturates, is well-tolerated by 
elderly, chronically ill and debili- 
tated patients, by those sensitive 
to barbiturates, and by those who 
are unable to take barbiturates 
because of renal or hepatic disease. 
Since Doriden is metabolized rap- 
idly, “hangover” and “fog” rarely 
occur. 

DOSAGE: One tablet (0.5 Gm.) 
Y2 hr. before retiring. 
SUPPLIED: Tablets, 0.5 Gm. and 
0.25 Gm. 

Complete information available on 
request. DORIDEN® (glutethimide CIBA) 
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